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PREFACE TO THIRD EDITION. 



In the preparation of the third edition of this Manual 
the Author has endeavored to bring the subjects under 
consideration abreast with the teachings of the present day. 

He is sincerely grateful for the kind criticisms given to 
the former editions. 

Sixty-four new illustrations have been added, making, 
the Author trusts, the Manual more useful. 

WILLIAM EASTERLY ASHTON. 



338 South Fifteenth Street, Philadelphia, 
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PREFACE TO FIRST EDITION. 



This manual is to assist the student in mastering the 
eseentiah of the Bcience and art of obstetrics. As a work 
of this kind must of necessity be limited in its character, 
the author has relied upon his experience as a teacher for 
the selection of such matter aa, in his judgment, will prove 
of most value. 

He has endeavored to present in a clear and concise man- 
ner the views of the present day, and the standard works of 
Parvin, Goodell, Lusk, Playfair, Hirst's American St/stem of 
Obstetrics, Winckel's I}iseasfs of Womcii, Hart and Barbour, 
Thomas, Emmet, and Charpentier's Cydopadia of Obstetrict 
and Gynecology have been consulted. 

The chapter on obstetric auscultation and paction has iieeti 
fiilly discussed and embodies the didactic and bedside in- 
structions of Prof. Parvin. 

In the preparation of the chapter on Ckesarean section the 
writer is indebted to an article written by Dr. Gustav 
Zinke, the illustration showing the deep and superficial 
uterine sutures being taken from the same source. 

He is also indebted to his friend Dr. Henry H. Sherk for 
several of the illustrations, and to his former student Dr. 
Jamea C. Bloomfield for the preparation of the index. 
William Easterly Ashton. 
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INTRODUCTION. 



What is obstetrics 1 



The 



eof « 



1 c iurii is iirej^nancy, labor, and in tlie_£UOT- 



What are the synonyms for obstetrics t 

Tocology, parturition, niidwifrry, acconehoment, and maieutlca. 
What do you mean by the science and art of obatetriofl T 

"Q batetric B cimcE menna the classifi ed k nowled fi ie of tlip lawH 
of human reproduction' (ibste tr ic art include s the r ules drawn 
from those laws or from intelligent experience.'' 



ANATOMY OF THE PELVIS.' 

What boneB form the anatomical pelvis? 

• The coccyx, sacrum, and t!ie oBsa innominata. 

What bones form the obstetric pelvis T Boe fig. 1. 
The coccyx , Bacnim , owa innoiainata, and the last lumbar ver- 



What is meant fay the static pelvis ? 

Til.' I.;^pdvis^ 
What is meant by the dynamic pelvis t 

"The pelvis i-^ihajr^-jin^niit^fi^^ nn*' '" '■'>■"-," 



lI description of the pelvia the studant is rererrod lo 
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How it the pelvis divided ? 

Into two parts.: one , the upper, false or great er pelvis ; the othen 
the l ovter, true or lea acr pelvis . 

What is the dividing line between the true and false 
pelvis ? 

The ilio^peetineaLline. 
What are the four cardinal points of Capuron t 

The right^andJeft_3n£ro:JlimLJoiiila, iind th e rig ht and left ili g- 
pec tinea l emiu ences . 

What is the promontory or Bacro-vertebra l angle d 

The KCtminence forined jitthepnint of artieulatipn^o/ the sacrum 
^ith the apiue. 

What bones form the anterior, latera l, and posterior w^ls 
of the true pelvis? 
The anterior and lateral walla are formed by the innominate 
JtoQ^ ; the posterior wall by the last lum bar vertebr a, the aacrunij^ 
and co ccyx. 

What is the leng:th of the anterior, lateral, and posterior 

walls of the true pelvis ? 

The anterior wall meosurea from Ij to Ij in ch; the lateral 3i 

inchea ; the poaterior 5 inchea, or, following the curve of the 

sacrum and coecys, 5} inches. , 

The Pelvic Joints. 

How many joints unite the bones of the obstetric pelvis? 
Seven. 



What joints are amphiarthrodial T 

The p ubic , the sacro-coci.-yKe aL the Bacrn -iliacj and ihc nrtiuiihit 
gurlkc e of the body of the Wt lumbar and the figt sacr al vertebrtc. 
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What joints are arthrodial 1 

The two artiu ulaliana. formed by t he artjcular jirocesB^ of the 
last lumbiir and l]r«t sacral vertchcu^ 

Are any of the diameters of^the j^elvis increaMd qr d imin- 
ished by moyementt in the pelYicjomts,? 
The aiilerojj)iistL'rhir_iiiaifl£t£r of the outl et is iniTease d by the 
movem ent in the sncro-coccygcal jojnt ; thi s moveme nt may ucciir_ 
betw een I hf first uud aocoud bousa of thjcoccj i l esg frequently 
be tween the jiec otn l ami thir d, or betwe en the thir d and fourth. 
It ia probable tha t th ere ia a laaenin^ of th e antero poaterio r 
diamet er of thp inlet , y^th anincreaae i n the correapondmg diame - 
tcf of th e outlet caused by the elev ation and depression of the 
gubicjainl i either by the sacrum mo ving forw ard upon an imag - 
inary traaaverae li ne, or h"y the movements oF the iliac bonefi on 
the sacrum^ itself ~~' ~" 

What are the functions of the pelvic joints t 

In addition to th eir i nfluence uj>qn the pelvic diameters already 
referred _tg, they decompose forces received by the lowerextremi- 
liea. atid thus prevent sudden shocks being transmitted.ditecllyJo 
the contents of the pelvis. 

What changes oocnr in the pelvic joints during preg- 
nancy? 

The ligaments become elongated and awollen, the fibr o-cartila ge* 
distended with serum and softened, and there is a slight separa -^ 
Son between the bones. These changea are moat marked in the 
pubic .feint ; they can be demonstrated by introducing the finger 
into the vagina and pressing against the inferior border of the 
symphysis, at the Haroe time directing the patient to stand first on 
one foot and then on the other ; the mobility can thos be distinctly 
recogniKcd. _^ j 

The Pelvic Inlet. 
What is the pelvic inlet ^ 

The entrance to the cavity of the pelvis. 

How ii it bonnded t See fig. 2. 
Posteriorly, by the pronion tory and the 
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of the aimrLiu i ; luteriilly, by t he i li o-pe ctin eal line; anteriorly, by 
io-poctineal eiiii nonces, anil the poBterior edge of the oblique 
an3 body of the piibe*^, 

What are the synonyms for the inlet 1 

Margi n, iathmiia, aod su perior str ait or brim. 

What is the shape of the inlet ? 

It ia hea rt-shajied ; pointed in front, and encroached upon poa- 
teriorly by the promontory. 
What are the diameters of the inlet ? 

An an tero- posterior; n^transTetBe; and two oblique diametera 
(right and"left). 

Between what points are the diameters taken 1 

The a ntero- posterior (aacro-aupra-pubic, or conjugate) extends 
from the upper border of the symphysis to the centre of the aacro- 

The two oblique diameters connect the four cardinal pointa of 
Capuron ; that sjarting from, the left sacro- iliac HyuchondroatB 
being named the leftj that from the right, the right oblique. The 
tranaverBe or bia- iliac is the widest meaaureraent between the i lia.. 
What do the diameters of the inlet measure t 

Parrin. Liisi. Platjfair. 

A. P., 4.3 to 4.5 inches. 4i inches. 4.25 inches. 



What does the clrctimference measnre 1 

Farvin, 15.8.insifis; Luab, lli iuthea. 



The Pelvic Outlet. 
How is the pelvic ontlet bonnded T See tig. 3. 

Posteriorl y, by th e coccyx ;_anteriorly, by the subpubic liga- 
ment; and on either aide by the iachio-pubic ramus, the tuberosity 
of the iatjiiam, and the sciatic ligamaole. 
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What is the shape of the outlet T ' 

That of two triangles joined by a 

What are the diameters of the outlet ? 

An antBro-p oateriDr ; a tranaverse; and two oblique diameters 
(riglit and left). 

Between what points are the diameters taken ? 

,"< The ant^ro-poaleriur (coccy-pubic) extends frum tke aubp nbic 
HgamenJ to_the ji jp of the coccyx. H The transycrao ia raeasurod 
between the ipner borders of the ischial lube roaiiie a.AThe oblique 
diameters connect on either side t he ini331e of the inferior aur- 
Sce of the great sacro-acintic liagujent with the point of union of 
the ischio'pubic ranii. 

Are the oblique diameters of the outlet considered of 
obstetric importance ^ 
No; owing to tbe yielding of the sciatii: ligamenta. 

What do the diameters of the outlet measure % 

i\irf:in. LM'ik. P/mjfnir. 

A. P., -4.3 inches. 3| inches. 5.0 inchea. 



diameter increased during labor T 

nein eh, by the retj;oi:edsipn of the.coccyj 



Is the antero -posterior 

Yes; from o ne-hal f to; 

What does the circumference of the outlet 

Thirteen inches and a half. 



The Pelvic Cavity. 

How is the pelvic cavity bounded 1 

liy the ijilelj^bovy and the outlet belflW> 

What is its shape ? 
Irregularly barrel -shaped. 
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Is the bony wall of the cavity complete in any horizontal 
pelvic plane ? 

No; for example, the movable cogcvx i3_oj:pi>gite the [)ubic_, 
Bymphysia, and ihiis aVall points of the ciivity tliCTe ia motion^ 
protecting from pressure tie icetus and the luother. 
Into how many aections is the pelvic cavity divided t 

Two ; an anterior ami posterior inclined plane. 
What line divides these planes ? 

A line paHsing between the ilio-pec tineal eminences aod the 
flpine of the iachinm on each ai de. l^e_anterior plane ia direct ed 
downward and fo rwar d, while the p oster ior inc lines toward tbe_ 
Hacrnin and coccyx. 
What are the diameters of the cavity of the pelvis ? 

An ant e ro- posterior : a transverse; and tffo_obligue di^igterg 
(right and left). 

Between what points are the diameters taken ? 

The antero~p oaterio r diameter extends from the middle of the 
pubic symphygis to the midd le of a lijie between the second and 
^ird sa cral vertebne, or, aa taught by some aut horit ieB, to the 
centre of t bs third sacrnl ynrtebra. The transverse intersects in 
the same plane the conju gate and oblique diameters. The two 
oblique diameters are measured from the centre of each great 
sciatic foramen to the centre of the ischio-pubiujoramen qf the 
opposite side- - 
What do the diameters measure ? 

I'„n-i.. Pla,ifair. 

A. P., -ii inches. 5.0 incbee. 

T.. ■' " 4.2 " 

O., " " 

from above below. 

What are some of the other diameters of the pelvis % Fig. 4. 

_ cotyloid diam eter, which extends from the pro - 

montory to a point inj,jncdi_atelf abo ve the co tyloid cavity; it 
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meaflurea from 3,4 to 3,5 inches. 2. The Batro-sub pubic, lower, o. 
inclined conju^te diameter, from the subpubic ligament to the 
sacro- vertebral angle. 3. The minimum. uaeluT,'or obstetrical 
diameter, beginning about two-fiftbs of an inch below the upper 
border of the aymphyais, and ext ending to the promontory. 4. 
The aacro-pectineal diameter, from the promontory to the upper 
border of the oblique ramus of the pubiq bone. Wow the sub pubic 
angle. S. The diagonal conjugate, from the superior margin of the 
pubes to the centre of the third sacral vertebra. 



The Obliquity, Planes, and Axes of the Pelvis. 

What is meant by the obliquity of the pelvis! Hee fig. 5, 
The an^le which the p el via forma with the spinal column. 

What are the causes of this obliquity T 

_Eirit, the cartilage between the fiacrura and the last lumbM ver- 
tebra ia twice aa thiclt in front as it isTielund ; second, the body 
uf the fiSCTum'faar vertebra is thicker in front tKan behind ; third, 
the obliquity of the articulating surface of the Hr at aacral vert ebra; 

and fourth, the obliquity of the articulation of the innominate 

b'onea with the sacrum. 

What angle does the anteio-posterior diameter of the inlet 
make with a horizontal line ? 
Nffigele makes the angle (iO degrees, the patient standing. 

What angle does the diagonal conjugate make with a 
horizontal line t 
JIayec mabea the angle 30 dsgrgM. 

What angle does the an tero -posterior diameter make with 
the axis of the body 1 
An angle frrDm 130 to H'l de^rees^ 

What angle does the antero -posterior diameter of the outlet 
make with a horizontal line 1 

An angle from II) to 11 degrees. 



Boes the retrocesBion of the coccyx affect the size of this 
angle ? 

Yea; it thangcs with the movements of the coccyx during 
hihur. 

What is the height of the aacro- vertehral angle ahove the 
upper surface of the pubic symphysis ? 
Abuul 3^ inches. 

At what point would a line touch passing; horizontally 
backward from the upper margin of thesymphysis 1 
The juiictinn of the second luni thiril hcitiL's of the coccyx. 

Does the pelvic inclination remain in a fixed state T 
No; it chanjrea with the d iffereat positio n a of th e body . 



What do you mean by the planes of the pelvis t See tig. 6. 

Imaginary surfacesjouching all tlie points of thfi circumference 
flt^an^ portion. Thus we apeak of the pjan e of the in let and out - 
Tel, anJ^H^-^fe^-P!^*^ °f the pelvic cavity. The planea of th e 
cavity are n ot jiariillel ; starting froin the pusterlorVaU they^n- 
vergB and meet in front ofthe ayinpliysis p ubis . 

What do yon mean by the axis of the inlet and oatlet T 

A line drawn perpendicular to the centre of their planes. If 
tlie^ia~o?' the inlet be continued upward it would pass out at the 
umbilicus ; backward it would strike th e apex ol' the coccj_s, or the_ 
sacro-coccygeal joint. The axis of the outlet continued upward, 

and ends at the promontory ; if the cocc yx lie pushed backward, 
it strikes the lower ed^K of the first sacra l vertebra . Continued 
buckwant it poartc.^ out at The perineum near the anus. 

What do you mean by the axis ofthe cavity^ 

An im aginary curved line passing through the pelvic cavity, 
aod atjill points eqiiiiilj Jistant from the 2>ubic symphysis and the 
aacn im i ' 
pIuTiwa 



ind coccyx ; it repreaentd the sum of the a 
t vfiriiins leveTs"oTtW pelvic* cav%. " 



Is the relation between the pelvic axes and the pelvio 

planes unchangeable ? 

Ii the relation of the planes and axes to the body un- 
changeable 1 

No; for exami)l e, if the sub ject ia in the erect poaitio n, the plane 
of the inlet is almost horizontal ; in the rec umbent poaition, how- 
ever, the i>!ane la neiirly vert ical . ' 

V Q I *■ The Soft Parts of the Pelvis. 

What are the fnnctions of the psoas and i liacns muscles 1 

The iliu-pHofts muaciea, acting frnin above, flex the thigh iind 
rotate it outward; from below , the muscjeBof both aides pull the 
y)iiio und pel via forwanl. Wlien tlie body is recumbent they agaiat 
in raJ BiiLK the trunk ; they als'i upho ld the erRi;t posit ion. The 
iliai'us muncle serves as a suppiirTtoTlie "impregnated uterus, and 
ftiMmtsj u lahpr • 

What modiflcatioDs are produced in the boay pelvis by the 
so^ft parts ? 

They lensiii the j iglvic diam ntarB: the depth of the iliap fogajei 
and the oblii^uity of the iliac boueij. They also change the direc* 
tinii of the pelvic axis. 

What pelvic diametert are lessened 1 

4^ thciniyt, the transvei^diameter is decreased from one-half 
to three-i|uurter9 of iiu inch hv the il'io-paoaa muscl es ; the oblique 
iliuiiietera one-eijfhth of aji mch, the left oblique being still further 
l^^Hsened by the prceenee of the rectum. 

In the cavity all the diamel«r3 are lessened from pn e- fifth to 
one:qu8rter_i;f_aii jjidi. 

What masdes lessen the depth of the iliac fossie 1 

Thu i liftcus piiisclcs 

What mnsclea lessen the obliquity of the iliac bones ? 
Tbe Moaa muscle s. 
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What chan^ee are prodnoed in the direction of the pelvic 
axis by the soft parts t 
A curved line equally diataiit from the a acrmn and the pube^ 
repregenla the asia of the Btatic pelvia ; this , however, Ja np t.truft 
^of the dynamic p elvia. The dynamic pelvia presents a cavity 
which is a cylindrical canal , having an apterior and a posterior 
■ wall , nearly vertical. The funJua oT'thJa cavit y ia^jtieeoeci;x_ 
an d ita onening upon the anterior wall. 'tMe axia, therefore, of 
the birth-canal is at firat a line directed backward and down- 
ward, and th e n_ft 1 i n ejil mtjat^ter pe nd i cu l arjojjl . ' ' 

What is the pelvic floor ? 

"The iielvie flrror ia a thick , fleahy , elaatic layer, dovetailed all 
round to the l)ony pelvic outlot." 
What are the synonyms for the ^^ ^vic floor * 

Pelvic dia j ihragn i. inferior wall of the pelvia. perineaiwall, a_nd 
perineum. 
What organs perforate the pelvic floor? 

The rectum , vagina, and urethra. 
How are these openings closed 1 

The ya pna and the urethra by Ihe 4(j[)Qaition_ofJheir_35aU3 ; 
the [fictum by the contr action of it fl w | ihii|(ite i;- 

What Btmctnres enter into the formation of the pelvic 
floor? 

The peritoneum , subper ito neal c el lular lisaue , apon eurotic fascjie , 
inU BCles, Bup grficial faac ia. and 8 Ion, 

What organs lie on the outer or skin surface of the pelvic 
floor? 

The extern al ijigans of generatiiUL 
What organs lie on the inner or peritoneal surface ? 

ThejUerus and ils annesa, 
Desoribe the peritoneum lining the pelvic floor. 

At the svniphvais pubi g the peritoneum ia reflected from the an- 
: ^j terioT abdo minal wall on to the bladde r, and |)a«yn g over ita poa - 
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terigLauilacc i t crosaes on to the uterua at the istlimuq. f ormin g ; a 

poll cbj rnl^lpdjlis TPHJpo -ntjtrinn rul-jg -^fl^, It cover s q]l of lli e 
ante rior HUrfate of the jutenia above the iathmua, and pasaing over 
the fundus it inyes U the posterior sur face down to the va ginal 
junction. From this point it continues downward on the p osterior 
wall of the vagina for about four-fiftha o f an inch, and is tliun re; 
fleeted on to the anteri or wfl.ll n f the rpf^tmiL; the poach formed at . 
this point is called Douf^las's , or the retro-uterine or recto- nl nrine 

Wliat is tlie perineniii ? 

That part of the fl oor o f the pelvis which is bo unded , exterpajlj, 
by the anus, the tuberosities nf tlie iscliia,and the vulvaJ_ojienin£.; 
internally, by the walls of the rectum and vaginj^ 

What is the leng1.h of the perineiun from the aans to the 
vulval opening ? 
In the parous l^tliaii u.n im-li, in lin- jiii:ii[>;Lri)ii-i ^nmowhat 
over an inch . Puriug piVL'tinni y il iiuM'-un- :in iiiiii ;lihI a half, 
and in labor it ia esteniioil liy the |iri'.fmijij: (..arl h> fht inolioa 
aniTaTiiilf. 

Upon what does the distensibility of the perineum de- 
pend? 
The p_eri Ileal Jajtlj. 

What is the perineal body^ 

A mass of elaatJc and muaculSL-lisSUe, placed 
the perin ejua.^ 
How is the pelvic floor in its lelations to labor divided I 

Into iijmbie and a sacral seEUient. 

DeBcribe these sef menta. 

" The pubic segment is made up nf loosetlBage, viz., bladdfii, 
urethra, anterior vagiri^] w^ll. and bladder-peritoneum. It is 
attach^. in front to. th&ayiuph^aiH pubis." 

"The sacra! segment is attached to the coccyx and aacnim 
eqnaists of rectum, perineum, and strong tendint 
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Wbat effect has labor upoa these segments? 

The cfiii tract ions of the uterus pull up tlie pubic segment, while 
the aiicral segment is pQshcd down by the presentiug part. 

la what direction does the vagina pass through the pelvic 
floors 
_Para]lel to the antero-posterior diameter of the ifllet. 

The Female Generative Organs.' 

How are the organs of generation divided t See fig. 7. 

1st. Intur iinl, viz., the uterus nndita appendages (the ovariea 
and oviducbi) ; and tlie v agina. 

2d. Extern alTriK., tlie mona veneris, labia majora and minora, 
clitorJB i vestibule, f ctesa na vicularis, h ymen , and fourcbette; an3 
iilao the mammary glan^JT 
Tliat term is used to inclnde all of the external organs ? 

The puilendum or pjiiiejldendum muljebre. Vulva does not 
include the raons veiteris, although it is occasionally used as a 
sjnonjfjn. 
What is the reaotion of the vaginal seoretions^ 

^cid; 
What is the reaction of the glandular secretions of the 
uterus? 

Alkaliu e. 

What Is the direction of the current produced by the ciliee 
of the epithelium of the uterus ? 

Towiini t he oviducts. 

What is the direction of the current produced by the cilia 
of the oviducts? 

Toward th e uieiiis. 

What are the fonctions of the vagina ? 

1st. An organ of copulation. 

1 The auutumy of the orgaiiB is to Ui fjuinl in ibn tcit-tiQQk&. 
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Eilarnal part of generBtion (m the vlrBtn|. 1, lohium mnjiis ; 3. lOuTOhrtle ; 8 
tlienjinphii;l,KliiiiBel]lortflis!B.ineiltUBUr«brie;fl.vestiliu1i;:7,oriateofTBgll)»i 
8.1iymcn;9,oi'iflqBorihBB'«u<ii"'fI""''«™"r; JO. aun] orifice. ISappej.) 




^gmenimiDnoribegi-i^m. J. the OTiiiu divided iuto lira iclla; 5, the ct 
dlviaeil into lour; l?.tho fuurcellsdliidiHt inlfl eight; /(.byrcpeslodsegiueDtallaD 
Ih« ovum hu become « round, niiilUcrry-nbaped moss— Ibe norula, (llneJkd.J 
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2il,, An excretory canal ("t the, njfnn^ 
3d. An orepn ofparturitig 



What are the functions of the ntems ? 
lat. An organ of gestation . 
2d. \n o rgan of parturitio n. 

What is the fanctioa of the ovary t 

S pontaneoua oTUlation. 
What nses have the oviducts 1 /^iT-/' '"''^ tt-^^C^ 

They convey the apermatozoida t o the oTariea. and the qvnles 
pass t hrough tbetn to the ute riig, 

What is the function of the vglv o- vaginal glands? 

They secretes YJaad_jnucu.s, which lubricates the parts during 
coition. 

What is the vestihnle t 

It is a trinn gular-ahaped Bpftce; bounded at ite ape* by the 
elitoris, on jta aidealiy the.nymi)hje,asd at its base by the anterior 
edge of the vaginal optning. It is of importance on account of 
the Bituation of the meatua urinurina, which la played a little 
above the middle of its base. 

What methods are nsed in the introduction of the catheter ! 

It may be introduced either by means of sight or touch. 

1. Touch. Insert the index finger into the Tagina, its palmar 
surface looking upward, and make muderate pressure againat the 
anterior wall of the vagina ; now pass the catheter along the finger 
until the opening of the TOgina ia reached, and then by slightly 
Blevatirig the poiiit of the inatruuent it will pass into the urethra. 

2. Se parate the nynipbif , at the a pes of the vestibule , with the 
index finger, and pass it down toward the vagina until the meatus 
IS feit at ita base; the urethro- vaginal tubercle is an important 
guide in ^a method, as the meatus ia ^lacedjustjib_Qve it. 

Sight. This meth od of introduction is useful when the. parta 
are swe lled during Ifihot; it is, however, rarely neceasary. 
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EMBRYOLOGY. 

Describe the changes which take place in the ovnin after 
impregnation. Bee ligs. 8, 9, and 10. 

1. The ge rmi[i«.l veai cle immedia tely diaappeara. 

2. Thejinioa of the male w it h the femal e prpiiucleus : the former 
ia the head of the spetmatozoid, while the latter is the remains of 
the germinal vesicle. 

3. Cleav age or aegmentation of the vitellusj this p roce aa con- 
tinuea until it is_ completely aubdisiile^i forming a mulberry-like 
mas§, called the murifortn body. 

4. The outer cells of the muriform body arrange themselves ift 
a single layer beneath the vitelline membra,ne, and enclose the 
in^ei" or smaller cells. The blastopore is the point at which the 
inner cells are not completely covered over. 

5. Next the opening of the blastopore closes. 

6. The blastodermic vesicle is now formed by the appearance of 
a fluid which separates the inner and outer cells ; the former col- 
lecting in a mass, and adhering to the liitter at a point which was 
originally the blastopore. 

7. A third layer next appears between the outer and inner layers 
of ce lls. The blastodermic vesicle is now composed of three layers, 
viz., tbe external, or epiblast; the middle, or mesoblust ; and the 
internal, or hypoblast" 

8. The area"germinutiva is now developed; it can be seen by 
removing the vitelline membrane and exposing the epiblast. It 
is oval in shape ; its central portion is light in color (area pellu- 
cida] ; and it is surrounded by an opaque arcn (area opaca). 

9. Next tbere appears within the area pellucida a groove or 
furrow (primitive groove); this, later on, becomes the spinal canal. 

10. Folds grow upward from the sides of the primitive groove 
and arching over unite with each other, forming the spinal canal ; 
these folds are called the doraal plates. Projecting forward from 
the bases of these plates are two folds (abdominal plates), which 
eventually unite with each other, and enclose the cavity of the 
abdomen. 

1 1 . In growing forward the abdominal plates divide the blasto- 




a pcllurulH-, Bith lircinninE to"natiou of embryo fruiu 
u theov^ini or arabbkon Lhc nlnlh daj. Oving lo tbe 
imcnt, Iha itri« pelluEiai has lQ>t 11a pHmltlve abspe, and 
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dermic vesicle into two parte, the externa! portion of which is the 
yelk Hflc'^iimtilieal vesicle), while the internal is embzyonicj the 
vtbeinne duct is the cunal between theDi. The omphalo-megen- 
teric artery and vein and intermediate capillaries are seen on the 
surface of the umbilical vesicle. 

Describe the chanifea in the mucoas membrane of the 

uterus incident to pregnancy, Sfo fig. 11. 
Tli^e (.'onaist in the fiirniiitiuu of the deciduous membranes, 
When^^he ovum reaches the uterus the mucous membrane "is 
swelled and thrown into folds," and it finds a lodgement in one'of 
tEeepacea between these foids. That part of the mucous mem- 
brane upon which the ovum rests in called the placental decidua, 
or membrftna^ perotina : the folds which ^iurrounS iiTIa the ovular 
decmua^r aeciaua reflesa ; and all^the rest of the mucous meni- 
brwie of the cavity of tlie uterus is the uterine decidua, or decidua 
veta- The folds, forming the ovular decidua, grow, and arching 
OTer the ovum, unite and completely surround it. By the end of 
the third month the ovular decidua and the uterine decidua unite.; 
they then begin gradually to atrophy and spparate irom the 
^btubT" 

Besoribe the development of the anmion. See fig. 12. 

From the sides of the embryo, and &ho from ita caudal and 
cepIialicendB. ihe epiblast rises up into Folds, which finally meet 
and form a complete sac. The3e~fij!dB coiisist of an external and 
internal i^or; the former, or false amnion, unites wi(h the vitelline 
membrane; while the latter, or true amnion, forms the most internal 
oTthe membranes covering the fiilus. 

Seacribe the development of the allantois. 

During the development of the amnion the umbilical vesicle 
begins to disappear, and the allantois is seen springing from the 
termina l portipii of the intestine. At first i£ tV sausage- lite in 
shape, but afterward it becomes spread out and fuses with the 
internal surface of the fulse amnion. 
Deicribe the development of the chorion. 

About the twelfth day the zona pellucida becomes covece.d wx'Oq. 
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small Bolid villi ; it ib the a called t he priuiilive chorion, A little 
late r on t he permanent chorion ia formecT by the uniun of the 
pn initive~cliof roH^t!i tSe false amnion and th e allantois. 1^ 
vessels of the allautoia penetrate into tlie villi of the cboriOD, 
which now become vascular and take on hypertrophy. This 
hypertrophy conliuues until the third month when all the villi 
atrophy, except those attached to tho placental decidua, which, 
conlinuing'to enlarge, naalat in the formation of ihe placenta, 

The cljori al vil li, up to the third month, are often spoken of aa 
the '' Bhaggy coat." 

How many days does the ovum take in passing through 
the oviduct ? 
About eight or teri__day9, 

What is its size when it enters the uterus ? 

That of a Mmalljpea. 
What is the function of the allantois 1 

To carry the allantoic arteries to the chorion, thus asBisting in 
the development of the placenta. 

What is the function of the chorion ? 

To assist in the forniation of the placenta. 
What are the fcetal appendages 1 

From without in : the dt'dduBE, chorion, and amnion ; the pla- 
centa and cord are aUo included. 
What are the uses of the liquor amnii ? 
During pregnancy; 

1. To prevent injury to^the contents of the uterus. 

2. To assist in the movementii of the twiaa, and also to leaseii 
their inconvenience to the mother. 

3.~To aid in the development of the frntus and uteiua. 
4. TooouriBh the fostu a. 
During labor : 
1. To protect from pressure the ffotus and_cord. 



:Tn th e dilatatio n of the o a uteri. 
To" lubricate tl 
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Describe the development of the placenta. 

It be^iua to develop rd the tliird month, and is completely formed 
bytiio fo urth. Tj^ "e hofT't l'viniT^i i c h are in relation with the 
I>lacental decidua, continuing to grow di]i down into the mucoua 
membrane. Ttfeanwliile the placental decidna sends out villi 
wLich interlotk with those of the chorion, thua forming a cloae 
conncctian between the two. Blood-sinuaea now appear in the 
maternai part of tlie placenta, into which bloodveasela from the 
inottier pasa^n^and out ; Tlie'^horial villi float in these Bin usee. 

What is the usual situation of the placenta 1 

Ujion the anterior or posterior wall, near the orifice of one of 
the oviducts. 

What are the functions of the placenta ? 

1. Nutntion. 

2. Respiration. 

3. ''\n emunctary for the products of excretion in the fcetua," 

4. Aglycogemc function. 

When does the nmbilical cord begin to develop t 

At the end of Ihe foorth week. 

From what structure is the cord developed 1 

The atftik of the allantoia ; it haa originally two arteries and two 



What structures compose the fully developed cord ? 

Wharton's jel ly, the urabilicalvein aiid arteries, and tracea of 
the atalk of tiie allautois and umbilical vesicle; these are all in- 
closed m A sheath derived from the amnion. 

To what part of the placenta is the cord usually attached ? 
Midway between its centre and margin. 

What is a battledore placenta ? 
A placenta in which ihe cord lias a marginal attachment. 
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DEVELOPMENT OF THE FEMALE 
GENERATIVE ORGANS. 



External Organs. J-ct 



. 13, 



What ii tile oloaost 

The terminal p ortion of t&eiptf atane after the fonnat ion of th a 
VMJcIo or tlie allaitlois ; it 'i8 the opening eommon to the allantou^ 

t}ie"inty ^t[nc, rniil tlie'Wolffian Huele. ~ '~ 

How long does the cloaca remain T 

Until the uiidille of the third month, when it is dirided by a. 
wii\T. iliiiH rijniiing the recta! and uro-genital cavitie^. 

How Jong does the nro-genital cavity remain t 

Until «niiie tijni: in th e fou rth.mg.gthi when it is divided into the 
iiri'thriimidiaginii. 

From what i> the clitoris developed 1 

■I'llC-t'l'Iliti.l lIlbm^L-. 

What in the genital tnbercle ? 
T]mm'niliilHn<4liiii;..rtiiberdB 
<ijie[jing.ul' Lhu duuua. 

From what are the labia majora developed ! 

The gi'iiital I'uIUa. 

What are the genital folds ? 

Two Mds, |)liLi','d onu on cither eide 'if the genita l tuber ele 



a prominence in fcont o f the 



From what are the labia minora developed? 

From lliu aiden of the genilal fissure or furrow. 

What is the genital fissure T 

A furrow enteiiding from the lower part of the geni tal mfelliiia. 
to the orlflce oflKo'cioaS^ 



FEMALE GENERATIVE ORGANS, 41 




llmontarr eejiiia] orguis. Tlie iDlBmoI or^Ds r^ment^ at the aetantb 
of t.stal lite; theeiterniil urgaDa belong lo a Inlor perind. I.Bpinal colmnu; 
Vulffiiii bodlai; B.glaoilB dealEoedtu becoiuB Ihe orarlis [n Uicfemiilo,tbeI»- 
In tbomnic; 6, Wolffian duct; 7, fllamentB of UDILh; S. bladder; S.fuborek, 
; of either the elJlorU or penis ; lU, fnlda destined to fori 
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From wliat is the perinenm developed? 

From the Iriwer surface of the wall which divided llie claj 
into two eavTties. 

Internal Organs. Sec fig. 13. 

From what are the internal organs of generation devel-' 
oped? 

Tlie VVollHari bodies. 
What are the Wolffian bodies ? 

They are two glandular bodies placed one on either aide of the 
spinal colnnni during embryonic life. 
What is the structure of a Wolffian body 1 

It is composed of a series of fine tubes, placed in a transversa 
position, which empty into an excretory duct, known as the Wolf- 



What are the synonyms for the Wolffian body ? 

The primitive, false, or primordial kiduey; also the kidne;^ 
Oken. "~ " 

What is a Hiiller's dnot f 

A dutt developed on the outer surface of the Wolffian body. ' 
How many MdUer ducts are there ? 

Two ; one for each Wolffian body. 
Describe their development. 

They begin as a layer of gerrainative epithelium which dips 
down into the structure of flie outer surface of the Wolffian bi>dy;_ 
These depressions eventually become covered over, thus forming 
two tubes or canals. 

What organs are derived &om Uiiller's dncts 1 

The oviiiucts, uterus, anil vagina^ 
Describe their formation. 

The duelB^fMiUkf, pa^g_lorwa^rd, ujiite in the media n line , 
at u point siwatetl j>eloffi..tha-Omnd Jigamenla. Above them Ibey 
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iiD separated, forming the oviducts, but below the round liga- 
S lliey^fe in ^position' with one anbtBerj tliua forming the 
la antT va gina; the fusion of the two tubM i a comp lete hy the 



eighth w eek. The extremity ofTTKTi tube formathe ampullaor. 
pavilion .^ The presence of a Hccondary ampulla is readily unJer- 
Htood, by theTaiTure of fEe~orIgiiial^ Eut'^''j from which the tube 
deve]oj»e3j t o close c ompletely over iit a given point, ifter fusion 
has taken place between the two tubes, below the round ligaments, 
t he intervenin g partition is sljs.orlied, thus, that which was at'first 
a double uterus and vagina, now becomea two aingle organs. 

Describe the deTelopmeiit of the ovary. 

An o!ongBU:d mass of embryonic connective tissue covered by 
germinstive epithelium appears on the inner surface of the Wolf- 
Aaa bo3y ; ibis is the beginning of the development of the ovary. 
The stroma of the ovary ia derived from the connective tissue 
while the ovules anfl ovisaca are developed from the epithelium. 
The primordiat ovules appear in the epithelfum as round cells, 
having ^_mji;lcuaa[id nucleolus. The ovisacs are developed from 



f the uterus ? 



>mpletc develop- 
but DUQ ovJilufit. 



the epithelium, which adheres to the ovules as they dip down into 
the structure of the ovary. 

What is the cause of anomalies 

An arrest of fa'tal developn^iU. 

What is a uterus unicornis? 

A iirif-lioniiii iitcnis. It is caused hy at 
meiil (if'inedf MiiIIlt's ducta; generally thi 
What is a uterus duplex 1 

It is simply two uteri, caused by the failure of the fully devol-. 
opeJ Miiller's ducts to unile. 
What is a uterus bicomls ? 

A two-homed ulcrus. It is caused by a partial union between 
tlw ducts of Miillet— 1. e., they unite, but below the normal point. 
What is a uterus cordiformiB ? 

A uterus in which there is an incomplete development of the 



playing-card. 
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1 shape the heart of a 
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What ifl a atsruB septus bllocnlaris 1 

A iiiunis wliidi lian two cuvitiai ; tt double uterus. It ia cauaed 
li,v lliii wiiIIk i)f Miillcr'H liurts rmt beiii); alisorbeii. A uterua bi 

Will any of these anomalies prevent pregnancy ? 
No. 



Development of the Embryo and Fcetua. 

What do yoa mean fay the term embryo and foetus ! 

The jimduL't (if cimteptiim ia known aa an embryo up to three 
imiulbi*, iiiU-r ivbirb it ia railed .i fetus. 

Deseribe the development of the embryo and fictas in the 
auooessive months of pregnancy, 

N FlRBT Mn^' iii : 
"■ Skr. — 12l h day the ovum m eaflur^.jth of an inch ; 1-^th day tfap 
embryo ia i',th of an inch ; 20th day {tli of an inch ; 31st day Jth 
of anTuohr'anilHt theondof the month j of an inch; the ovum 
being tlio siro of a pigeou's egg. 

.•Kmc/urc.— l2th ((ay "t is cuigpoeed OLthe vitelline membrane 
mvomi witb villi, ;md ,>f lb,. hla.M. .dermic vesicle; K.th day of 

till' |iiinii(i\,- ^T-Livr, iimoii'ii, ;illii!Hi>i;i. :iiiil the umbilical vesiclfr. 

fiio b>M,! i-;iU...,vQ. aMmi.l,.,-iu-ii>.^i.ia i-..muiencins lo beat, 
lilt' vi[,-lli,u. ,ir,ii;.iti.iii i-- ,>i,Ll.li^^li,>il , the Wolffian ducts also 
Iwgiu u. d.-vi-loj.; l.-ib day tbf heart is iS-shaped ; 20lh day ibe 
t^c'iiil :ircli.~ .ind" ilotls aro se*n : 2l3l day the heart has four 
CHvilii-^. aiiiX tlio evi\-<, t'ar^i and mouth begin to develo]> ; at the 
tuTTiftlu' uii>uth rudimeuiarj- limba arc aceu. 
\ aiioosi' Mukth; 



.Sltr, — The cvuui is the sit e of a h_en's_^g; the euibryo from 1 
la 11 iiii'b ill lotigih. and weigbs 1 drach m. The umbilical coaI 

N .U an.-h«« jind de&a dose ; hare-lip jia4. 

cWi' - ■•i-^ul»c>jtit5lA'lJbs_SS'a>Bd,iU'jnth. The 

i r>cln .> — ■- ~. ..js areae^a: abon t the mtddlccf th« mooitfc 

Uw wttwwal u«ipttt» W geocrmtioa begiato develop, aad about the 



FEMALE OENBRATJVK ORGANS 




The fingers and 
Tlfo "umbilical 



liungs froi 

yrST 

\ Size. — The ovum ia ns large ai 

8 to 8i inches long, and weighs frum •''i (IrLiL-ijriH I'l I mniir. The 
1 cord is 2J ihchea long, luu! i^rL'iii" t'l a—iiiijc ii -jijral 

—The pl acenta ia fully ilinelojii-il liy llu- i.mhI of thy 

ignn gere uml toes are sejiaraled, iiml mfinbrani'-like 

e eyes are closer together and the ejira wi'Il de- 

iBa-hinda is seldom anterior, and mure oftun iiiiiihftr 

ri (Toraal or cervical. This ia accimnted for by the fact thji( 

oaHilicatwinalies place last in the lumbar vertebriP and that tie 

bodies are the first portion to become 0!«itied. 

•S^'OUBTH Mo t 

'VStjc.— Length, 4 to 7 inches; weight, 4 oances. The cord meaa- 
« 7i iacIicg;fltid"tfte-gS Tanne orWharton Isfornied.. 

-'i'he external organs o^generation ate developed, and 
TllBtinguished by the middleof the month. L aougo 
{Sire tine Tiair) U seen on thejiody, and hair begins to develgp on 
the Hcalp. Slight moveineTita of the extremities occ ur, 

VtMty.—U born at the end of thejotrntli, the fcetua may ]ive n 



tolO inches; weight, 10 ouncfis; cord 12 inches 

. e distinctand felt by the motlier nhont 
^ idl eof the m onth. The vernix c.^-^.-'rT—^WLeLatofiUt- 

FTtafi^!— If born at the end of the n 
cries feebly, dying in 



few hours. 



?i5JaiS. 



J,\:}^fk^'-^-^^^^^- weight 1 po„„4. 
n-ihty.-U born, the f«t„3 lives from 1 to K ^ 

' ' ^^—Lgn^tbJ3 to 15 inches : wei»-hr -i ,„ . 

■mplelely developed. "'oHiin, and the naite 
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Vilality.— The j cetua i s viab le. Tbe arti6cial feeding of prema- 
ture children bj means of a sMmacb tube (gavage) places the 
period of viability much earlier. 

I EiBHTH Month ; 

/ She, — Length, 16 to 17 inches ; weight, 4 to 5 pounds. 
Ninth Month (fcetus at term): 

Length, I9J to 22 inches; weight, 6 to 7 pounds. The body 
is plamj); the lanugo haa nearly disappeared ; the nails of the 
fingers and toes are^nard, the former projecting beyond the finger- 
tipsT lhe t esticles hjive tJeseended into the scrotuip, and tbe labia 
m^ora are in apposition; the hair on the scalp is 1 to 2 inches 
loiig;~ the verDis caaeos"a ia found' chiefly on the back and flexor 
BOTfaces of the Joinls. I 'be ch ild cries lustily an 
olJBly ;~Tri tie course of a few houra it passes urine 




PHYSIOLOGY OF THE F(ETUS. 

What are the functions of the fcetus ? 

Nutrition, circulation, respiration, secretion, and innervatic 

How are the embryo and fcetns nourished ? 

During the passage of the impregnated ovum through the Oi 
duet it la nourished first by the diacus proligeruSj and later by,ftn 
albuminnua substance or a ''special liquid." d erive d from the 
mucous membrane of the oviduct. After it reaches *tbc ulerua 
it receives nourishment from the villi of the chorion and a liquid 
secretion from the uterine niucouB menibrniie ; later frnm the"inn^ 
bilical vesicle, the nutritive materials of which are carried to 
tne embryo through the ompbalo-mesenteric Teins. After the 
iSrmation of the allantois the umbilical vesicle atrophies, and the 
villi of the chorion, especially tliose in relation with tbe placental 
Jecidua, furnish its nutritive supply ; the liquor amnii also addin_g 
a small amount of nourishment. Finally the placenta is the chief 
source of nouriahmeiit. 

Describe the different oirculationB of intra-aterine liie. Bee 
fig. 14. 
First. Thp vit fllins i blaatoderm ic. or iim bilical circulat ion. 
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This circulation depenJiS uixin tlie umbilical vesicle. The heart, 
at this period of embryonic life, conaiats i>f a single cavity. At iU 
npper end are given off the first aortic arcITeB ; "antB lot 
omphalo- me senteric vejaa. The~T)I no"9 propelled Trom tlie heart ■ 
passes intothe bodj of thg^Bj^Q-.o through the aortic archea, and* 
is £hen distributed to^he vas cular area oFilie u mTiilicarveaicle by 
fhe ompiialo-m eaent eric arteri£34- from the venous ainus of the 
area it is returned to the heart by the omphalo-raeaenteric veins. 

Second. The festal, allantoid, or placental circulation. 

To nnderstand this subject properly it is necessary to studythe 
structures peculiar to the circulatory apparatus of the fcetus, viz., 
let, tbe diictiis venosua, connecting the umbilical vein with the in- 
ferior vena cava; 2d, the Eustachian valve, placed at the entrance 
0/ the inferior vena cava into the right anricfe ; \t turns the blood 
intoTEeToramen ovale ; 3d, th e forau ien ovale , a large opening in. 
tlie aeptii m be tween the auricles ; and, 4th, the du ctus arterioauaj^ 
connecting the pulmonary artery with the aorta ; it enters the 
latter somewhat beTdw tEe point at whic^the arteries of the h«ld 
and upper esTremiliS^are given olf- 

'Ihe blood from the placenta, rich with nutritive material 
and oxygen, 13 carried to~tlie fcetua by the umbilical vein; after 
entering at the nmbilicua the blood is divided into two current?. 
The larger current passes into the inferior vena cava through 
the ductus veuwfua,' while the Btiialler one entering the liver is 
(Srned to tlie vena cava by the hepatic veins. The blood in the 
inlwior cava, compwed ctTeBy of pure blood from the placenta, 
goes to the right auricle, but the Eustachian valve turns the cur- 
ri'nt through the foramen ovale into the left auricle, from which 
it passes into the left ventricle. The blood from the head and 
upptr extremities passes into Ihe riglit auricle through the superior 
veoa cava, frwm which it enters the right ventricle. 

The heart contracting sends the blood from the left ventricle 
into tlie aorta, and from the right ventricle into the pulmonary 
artery. The blood from the left ventricle supplies the head and 
upper extremities; th.it which enters the pulmonary artery from 
the right ventricle pas-tcs into the aorta through the ductus arteri- 
oaua, somewhat below tho point at which the arterie-t of the head 
and upper estreniitiis aic given olf. The impure blood from the 
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right ventricle after entering the aorta HnpplieH_ljie tnin)t, Jnwrpj 
exffernitleSi'Snd pinceiita; paaging Croni the anria into the intern_al^ 
Tnacai'lf entere the hypogastric nrterica and thus ia returned In tha 
jUacenta. 

What organ receives the purest blood ? 
The liver. 

Wliat changes take place in the circulatory apparatus 
after birth? 

1. The ductus arterioBUa begins immediately to contract after 
respiration ia establi^ed, aniTTa coinpTetcIy closed in fruui two to 
ten_dajs; it degenerates into a cnri! connecting the left pulmonary 
artery to the arch of the aorta. 

2. The foramen ovale is closed by the tenth day; occasionally 
it remains permanently open, giving rise to a condition known as 
of/mums Tieona^onim. "" 
'~^. A portion of the hypogastric arteries remain pervious and 
are known as the superior vesical arteries. 

4. The umbilical velna and*3ucFus venosus are obliterated in 
from two to fivedays ; the former becoming the round ligament 



What is the respiratory organ of the fcetus ? 

The placenta. 

What are the proofs of this ? 

1. The abundance of hemoglobin found in the blood. 

2. Tlie~differenco iii ailor of tlie blood in the umbilical vei n and 
arteries. 

' "STThe temporary interruption in the placental circulation causM 
the biood in the umbilical vein to become dark. 

4.~~Coniplete and permanent arrest of the placental circulation 
causea death by asphyxia. 

5. Pulmonary reapttftboji i» the only »utwtjtute for placental. 

6. Oxygen has been fougd in the festal blood by spectroacofic 
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Describe the secretory organs of the foatas 1 

1. The akin. The sebaeeoi^ glands b e^in to develop a ahi>rt 
^tiingjiefire the fifth mqnthj_and thoir secretion 13 seen about two 
weeka later ; it beeomes abiLQ3anf~c!iiring the sixth month. The 
vernix caa eosa, seen dtfring tbe- iatlcr part of the fifth month, is 
composed l argely of epidermic Bcalea and fat globule?; aebaeeoua 
matte r also enters into it a formatio n.. The vernix caseoaa prevents 
osmos ia from the fcetal _bl_oodvesseiij. The Bu do riparoiia glandfl. 
aevEToping later than the sebaceous, do not eecrete^during fi:eta! 
life. 

2. The serous membranes. Hydrocephalus, hydrothorax, and 
ascit^ prove that these membranes secrete durTng intra-uterine 
fi]^." " 

3. Tile intestinal mucoiia membrane, liver, and pancreas. The 
liver is developed aEiiut the fifth month, and fornis bile, which 
passes into the small and^Iiirge intestinea. Meconium is a tena- 
ciOTs, oetorless, greenish, or black substance, consisting of the 
Becretiona of the liver, pancreas, and intestinal mucous membrane; 
jt may a lso contain materials derived from the liquor amnii. 

4. The kidneys. These organs secrete during the latter half of 
intra-uterine life, and it is probable that the fietus voids its urine 
into the li quor amnii . 

What is known as to the moTements and sensations of the 

fcBtUB T 

The movements of the tcetus are recognized by the mother id 
abo ut four months and a half. It probably moves ita upper and 
r extremities as early ae the sixteenth or even the twelfth 
As to whether ffetal moveuieiits are reflex or voluntary is 
a question of doubt. 
""It is impossible for the fcetua to see, hear, or smell. Taste is the 
earliest sense developed, and has Been shown to exist in a child 
60m at seven months. 
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THE FtETAL HEAD AND TRUNK. 

The Toetal Head and Trunk, 

The Fcetal Head. 



How is the foetal head divided t 
Inlo thcj'acc and craniuiii. 

How is the cranium divided ? 

Into the vault and base of the skull ; the fiirmer \a cumiiressible, 
while the latter is incompressible. 

What ate the peciUiarities of the bones of the cranium t 

1. They are loosely united by membrane or eartilujje. 

2. They are flexible on account of incomplete ossification. 

3. The mobilit y of th e Bgu amnuB portion of theoocipital bone, 
which is united to the basilar portion by cartila^. 

ITame the entnree of the fcetal head. See fig. 15. 

The sagittal, frouto-iiarietal, and occj pi to-parietal. 

The sagittal suture esteiida. fr^m tlie root of the nose to the 
superior angle of the occipitaLtuae ; that portion situated between 
t'Ee two frontal iDoiiea is often spoken of as the frontal suture. 

The fronto-jiarictal separates the frontal aud padctal - bones ; it 
is also called the coronal suture. 

Theoccipitu-piu-ietal, or lamhdoidal suture is placed between the 
occi pital aud"]rarieiarbo n ^^ 

What are the fontaneUea f See Rg. 15. 

Membranous spaces forinod by the 

Name them. 



of the sutures. 



The 



Mid t he jioaterior IbiitaneUes. The former ia also 



called the bregni a; it is large and quadrangular in shape, and is 
foimcd by the intersettion of the sagittal and fro n to- parietal 
^uturee; is easily recognized in labor. The latter is triangular Jo 
Hhape, and formed by the junction of the sagittal with the occipito- 
earietal suture. It is obliSratediii labor by the overriding of the 
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How are the diameters of the ftetal bead eUuified f 

lato the antero-fosterior ; the TrfHTpnp: and the 
djametet. 

Hftme them. S«e figs. 16 ami u. 

The ' an tcro- poatgrio r are: the m agmnm; thp grripito -mpntal - 
the o^^itsrSmai^ '• and the a ubocci pito-br^;inat ic. 

The transTerBe are ; the biparietal ; biteDipoia]^ and the himaa- 
toid- " 

The vertical are : the fron to-mental aad the tracheio- or cerrico- 
or laryiig'j-br^matk. 

Between what two pointi are the diameters taken and 
what do they meaBore ? 

Maiimum, froui the ehin to a point iu the sagittal suture mid- 
way between Uie two fontanellea. 

Occipito-mental, from the superior angle of the occiput to the 
chin. — — 

Occipito-^Dtal, from the superior angle of the occiput to the 
root of the nose. ^ " 

Bub-occipitO'bre^matic, trom the union of the occiput with the 
neck to the middle of the bre^a. 

Biparietal, between the pa rieta l bosaea^ 

Bitcmpoml, between the extremities of the fronto-parietal 

Biiuastoid, between the mastoid proceaaea. 

Fronto-merilal, between the top of the forehead and the chin. 

Trachelo'brcgtnatic, from the middle of the br^ma to the neck 
near the larynx, r . ^~ 

Maximum , . .5} in. Bitemporal . 3.15 in. ^ ' 

Ofcipito-raenlal '■'•-. Sj, in, Bitnaatoid . . 2j in. 

Occipito-frontal/'.jlfK'^ in. Fronto-raenUl . . 3.15 in. 

Suboccipito-hregmalic 33 in. Trachelo-bregmatic . 3i in. 9^ 

Biparietal . . . 3i in.., . , ,, . 

What doei the ^eat circumference of the foetal head 

meaanre ? 

Fourlwn and oiie-hair inches. 7^0 -^ * * ■■ 
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THE FCETAL HEAD AND TEUNK. 

What does the small circumfereiice measure 1 

Twelve and tl irn'e- eighths i ncli eB. O ^ tr~*--*^^~ 

What alteration of diameters occurs daring labor t 

[n presentations of the vertex : 

1. Lessening of the O.-M. and O.-F. diameters. 

2. Lessening of the Sub-O.-B. and B.-T. diamelera, 

3. Slight lessening of the B.-P. diameter. 

4. Increase of the M. diameter. 

5. The B.-M., diameter remttins unaltered. 
In presentations of the breech ; 

There is little or no alteration of diameters. 
In presentation of the face : 

1. Increaso of the O.-M. and O.-F, diameters. 

2. Lessening of the F.-^I. and T.-B. diameters. 

What do yon mean by flexion of the head 1 

A bending forward, the chin resting upon the eheat. 
What do yon mean by extension of the head 1 

A bending backward, the occiput coming in eontact with the 
back of the fcetus. 

Does an extensive rotation of the head from side injure 
the cord or the ligaments ? 

No. The face may be turned directly posterior without any in- 
jury resulting. 

The Fcetal Tmnk. 

What are the diameters of the trunk ? 

The Jiis-Bcrqmial, tlie dorBO-stemfll, the tjis- trochanteric, and the 
SBcrotpabic, 

What do they measure T 

BiH-acromiol, 4.7 inches; it can be compressed 1 inch. 
Dorao-sternnI, 3.7 inches, 
tia-trochanteric, 3.6 inches. 
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Sacro-pubic, 2 incliea ; ititreaaed to 4 inches by tliG flesioH of 
the'lega atid'EEighs upon ttie ab^Qmes. 
^Sn of tbe diameters ca,ii he more or leas eompreased. 

The Attitude and Presentation of the TcetuB. 

Wliat is meant by the attitnde of the ftetus ? I^ce fig. 18. 

"The gviieral form niid direction of tlie trunk, anil the poaiti^n. 
of the liniba with refeceDCC to it" (Parvin). 
Wliat are the causes of its attitude ? 

1. The continunnce of its embryonic form; ita Srat dia tinc^ 
shape being that of acurve. 

2. Pujot'a law of accommodation ; " When a solid .body in cod- 
tained in another, if the container is the seat otaUeri^te roore- 
ment anil rest, if the aurfnce^ are slippery and little angular, the 
content constantly tends to accommodate ita form and dimeo; 
sions to the form and capacity of the container." 

What is meant by the presentation of the fcetns T 

"That part of the fielus which is in relation with the pelvic 
inlet" (Parvin). 

"That portion of the fotus which occupies the lower segment of 
the_iiteni3 " (Lusk). 
Does the foetus change iti position In ntero ? 

Yes. Eapecially in miil tjparfe ; it is common tn find transverse 
presentations changing into normal ones, but rare for breech tn 
change into head presentations. 

PUBERTY, NTTBILITT, OVULATION, MEN- 
STEUATION, AND MENOPAUSE. 
What is puberty t 

'' Piiberti- is that epoch in human life when the individual first 
becomes capable of reproduction " (Parvin), 
At what age does it ocoar ! 

■a earlier in warm countries, later in cold climatea. In 
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, with tile i^ubaequent 



temperate climatre it usually occurs between the fourteenth anc] 
flixteen th yenrg; the largest number oc earrings in the fifteenth 
year. It may occur as early as the tenUi or eleventh year, or not 
unBl the eighteenth or twentieth, 
Wliat changes occur in the female at pnbert; T 

The breaata enlarR:e . the pel via w idens, hair appears on Jhe 
mona veneris and labia mujora, the body fHls out, and the cbar- 
Bcter cLaDgea. Two flinctiona are now established, viz., oyuTutiqii 
and meoBtruatioTi. 
What IB nnbility t 

The period of fitness Tor reproductitin. 
How old should a woman be to bear children i 

Tweuly years. 
What is ovulation? 

"The maturing and rupture of e 
escape of ovules" (Parvin). 
Is ovulation periodical ? 

Is the discharge of an ovule periodical ? 

Yea, in al! probability. 
Does ovulation occur during pregnancy and lactation T 

Nn; it may, however, ouour in rare casta. 
What changes take place in the ovary at the time of 
puberty? See fig. 19. 

A number of the ovisat» begin to mature, and one of tbem,more 
developed than the rent, projects from the surface of the pvary; 
becoming greatly distended, it ruptures and the ovule escapes. 
The development of the ovisacs causes a congestion, and an 
increase in the vascular tension of the ovary. 

What are the oauses of rupture of the orisac 1 

1. An increase of ita contents, due either to the breaking down 
of the membrana granulosa, or to a fluid secreted by it. 

2. A hemorrhage into the ovisac. 
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3. F iitty (iegenerntirm of tht. wd l of t he o viaac. 

4. Contraction of tlie coat of the oviaac. 

6. Cnntrftction of the muscular fibreg of the ovary. 

How is the ovule carried throng:!! the oviduct T 

1. The raOTemenis of the c'liite, 

2. The peristaltic con traction a of the oviducts. 

What changes occur in the non-impregnated ovum ? 
The throwing off of polar cells, or globules. 

Describe this process. 

The germinal vesicle moves from the ceDtre to the periphery of 
the ovule, and a portion projecting beyond ft becomes constricted 
and is thmwn otT; this is repeated several times, 

What is the corpus luteiun f 

The corpus luteum, or yellow body, is the result of certain 
changes wKeb tale place in the ovisac subsequent to its rupture 
and the escape of its contents. 

How is the corpus lutenm formed 1 

The edges of the tear in the wall of tbe_ ovisac become glued 
together by an exudation. The internal layer ofthe ovisac becomes 
hy pertrophie d. while the exteroal layer contracts, thus throwing 
the former into folds, which, eventually coming in contact, unite 
and obliterate the sac. The hypertrophy of the inner layer is due 
to the development of cells, the granules which they contain mul- 
tiply and arc converted into globules. 

Hov are the corp^ora lutca divided T 

1. Ciiipora lutcn of menslruation. 

2. Corjiora lutea of pregnancy. 
What is the history of the corpus luteum of menstruation 1 

It reaches Jts greittest size in from ten to thirty days, and then 
takes on atrophy ; by eight or nine weeks nothing remains but a 
cicatrix. 
What is the history of the corpus luteum of pregnancy T 

It reaches its greatest size in from thirty to forty days, and 
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remaina without nny change iiotil the begin nin); of the fifth month ^ 
when it alowly (JecreiwoB in size utitil tjjg.omi^efjiregnancv, at 
which time it is two-thirde i^larg^tiljiacmumj ; one month after I 
labor it ie oblite catad. 

What is the value of the corpus lutenm of pregnancy as al 
sign of conception ? 

Of very little value, iis its tharacteriatita are n 

How iB the ovule carried to the oviduct 'i 

It ia direeted along the groove of the tubo-oyarian ligament by 1 
th e cili ie and alao^y the eurrent jirodufed by the cilis ofjiio- 1 

Some authorities teach that the fimbriated extremity of the o 
duct gffla pg the O Tary, uad that the ovule is shot, e 
its proper course. 
What surronndB the ovule as it escapes &om the ovisac 1 

The dJBCua proligeru a ; iin accnmulatiou of the cells forming the I 
me iiibranft_gran ul oaa . 
What is meant by external mig^ration of the ovule ! 

The entrance of the ovule into the oviduct of the opjKJBite aide 1 
from the o vary froiii which it e scaped. 
How is this explained ? 

By the current produced by the ciliie being stronger o 
opposite side : in ao me eases by an oc clugioD of the tube^on_^g j 
^ams.&iiU- 
What is menstmation "i 

"'A temporary and intermittent function of the female. organism, J 
and has for its most obvious phenomeiion a discharge of bloirf I 
from the genital canal." (Parviu.) 
How are the phenomena of menstmation divided t 

1. General pheii 

2. Local phen 

What are the general phenomena 1 

ff^tiU'^fy ; flashes of heat ; pain in difi'erenl parts of the body; 
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noted as occurring i 

bladder, a dark circle under the cyea , Bweliin^ and paioful bi 
' tioDB iu the breaat a, and a aenae of folnesa in the head. 
Wliat are the local phei 

The chiingoa in the oviiry have already been described; they 
consist in the enlargement and congestion of the organ_and the 
ruptaringof an ovisac. The uterus hecomeB greatly congested and 
increoaed in size ; the cervix becomes softer and violet-colored, 
and the external and internal oa are open . The mucous membrane 
of the cavity is greatly congested and swollen ; it becomes folded, 
and the surface presents an irreg ular appearance. The glands 
secrete abm tdaJitly. The epithelium loosens and is detached, and 
the capillarira, no longer supported, ruptureand th e blood escapes. 
The oviducts become congested, their walla thicfeen, and blood 
BO meti meg escapes into them. The vagina becomes of a violet color, 
its secretion more abundant, and iU temperature slightly elevated. 
The external organs are swollen, and occasionally there ia a pru- 

What u the Bonroe of the hemorrhage f 

From the mu cous iriembraue of the cavity_of the uleruaj^nd 
also probably from tbe oviducts. 

Is the entire mucous membrane of the uterus thrown off 
daring menBtrnation ? 

Williams believes that the mncouB membrane is entirely 
roinoved down to the muscular fibres ; Kundrat and Gngelmanu 
iiold that only the superficial layer is thrown off; and Moricke 
claims that none is shed at a menstrual peiitul. 
What canses rupture of the capillarieB ? 

1. Great^diatent^^ 

2. Fatty degeuefction, with removal of the superficial epithe- 
'i!iy_or_t^e uterine cavity. 

What is the character of the flow ? 

At^ first it is pale, consisting chiefly of laucus^ with a alight 
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amount of bloo d; later it bec omes bright red , ani_final]y, a t th e 
clone of meDstniation it leasena in quantity, and hecnmes pale 
again. The diach arge la non-cot^ uTaSTe. This ia due to its ad- 
mixture with the gland ular seyetions, and also on account of 
being defibrinated. It haa a peculiar odor, and ia alkaline jii re- 
acnon; theodor la probably d ue to retention , wr to admixture with 
the accretions. 

What is tlie quantity of the flow 1 
Prom four to aix ounces^ 

What is the duration of the flow ? 

Generally from thr ee to ai x dajl.- 

How often does the flow recur t 

Every lunar month, or twenty-ejght days. 

Is it necessary for every healthy woman to follow a certain 
average as to the quantity, duration, or recurrence 
of the flow ? 

No; "every woman ia a law unto herself," Cttaea are on record 
of women who were in perfect health, menstruating every forty- 
eight dftya ; again, two caaea where the flow occurred only twojjr 
three times a year. 

What causes inflnence the first appearance of menstrua- 
tion? 

1. GlimabB. — > 

2. Race. •< 
S, ttewJe nw. < 
4. HOTedity. <, 
a. Genital sense.'' 

What is the genital sense T 

'' The greater or less vigor ahown in ^B|^evelopment of 

Does menstmation occur during; pregnancy and laMatlon 1 
No ; except in rare casea. 
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What is the coimectioii between ovnlatioa and me&Htrna- 
tionf 

Ovulation is^indepeDdent of joenBtruation, but meuBtruation is 
depe ndent upon ovulation — i.e., the dcvelojiinent o_fraauy gviapta, 
not tlie period iiiftl rupture of one. 

The reflex irritatioa caused by ovulation prod uces congeation^f 
the organs of generation, which, continuing, 13 reIieve<rBy~inen- 
Btruation . Thus me have a eonditiou of plethora followed "Gyth at 
of a nsemia ; ovarian irritatictn continuiiig, hT periemia agai n takea 
place, t^ be relieved later on by menatruation. 

What is the menopause 1 

''The end of menstrual life." 
When does it cccnr? 

Tliere is no definite time ; in the majority of cases from forty- 
five lo fifty yenra of age. 

What effect haa the time of puberty upon the appearance 
of the menopanse T 

If puberty cornea on early tlie menopause i/suiiUy iippears late, 
while delayed puberty iudicatt'a an early end of riii'iialruiil life. 
What are some of the symptoms at the time of the meno- 
pause ? 

TJie menstrual flow does not stop suddenly, ^ut becoming irreg- 
ular, and after a lime ceasing, it begins again after several months, 
and, finally, later on ceases altogether. At this time there arc apt 
to he congeationa of tlie head, lunga, and esiiccially of the liver; 
the breasts and abdomen may enlai^e, and the woman imagine? 
herself pr^naut. Later on atrophy of the external and internal 
oi^an a cif geacratiori takes jilace, and the woman luaea, aa it 

Can pregnancy oc^ after the menopause t 

Yes; lus ovnlatj^^Taay i 
montlis vu-ears. 
Can pregnancy occur prior to menstruation ? 



a may begin, i 
e of the menstrual flow. 



ea, before the appear- 
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PREGNANCY. 

Conception. 

What is conception ? 

"The union of two living elements; one male^the other female" 
(Parvln). 

What are the synonyms for conception? 

Impregnation, fecundft tionj and incarnation^ 

How is pregnancy divided ? 

1. Simpl e, o^ingle^gregnanc^. 

2. Multipl e pregnancy. 

3. Abnormal pregnancy. 

What are the fecundating elements in the semen ? Fig. 20. 
The spermatozoids . 

What is their length ? 
From ^ixy^h to ^yth of an inch. 

Have they the power of movement ? 

Yes; they propel themselves by rapid j noyements o f their tails. 
Spermatozoids pass from the orifice of the v agina to Jhe cervix in 
three hours. 

How long do they retain their vitality ? 

Exposed to the air, they cease their moyemente iu twQnty-fnnr 
hours ; in a closed vessel they move for fifty to sixty hours : and 
in th e human female they have been found alive eight days after 
sexual intercourse. 

What agents destroy their vitality ? 

Placed under a high temperature their movements cease, but 
return again when the temperature is reduced to 98.4^ F. They 
are destroyed by electricity, 'alcohol, acids, concentrated alkaline 
solutions, and co rrosive sublima te. 1 to 1 0.000 ; cold also retard^ 
th#ir movements. 
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What agents increase their vitality t 

'W&rmth, weak alkiiline solutionB, the glaiidular 
the uterus, and the meimtrual fluid. 

Where does fecundation dccot T 

" In the oviduct, probabably near ur in tiio parihoii ' 
How is the ascent of the spermatozoids effected t 

During coition the semen is dc^-tited in the \ i^iiia, itnd the 
apermatoEoida by their own power ol motion enter the cervical 
canal. Their ascent along the cervical canal and through tlip 
cavity of the uterus, la caused "by their uwn mo\enn,nts and that 
of the cilite of the epithelium. Tbeir paaaage along the oviduct 
is effected by their own movements, auled by capillary iittrattiipii. 

How long after coition before the spermatozoids begin to 
enter the qs uteri ! 
In from 25 to 30 mioutea. . 

How long a time iateireneB between coition and fecunda- 
tion? 

Ill all cases aoinc hourB, or it may be several days. 

How may spermatozoids enter the ovale 1 

Only une spermatozoid enters the ovule in normjil^ fecundalion. 
According to Newport, and others, "Eowever, several enter and 
mingle with the yelk. 

At what time is coition most likely to be followed by 
fecundation ? 

During tiie tir^t seven days after the menstrual flow ceases ; the 
firatday following nieustruation being tbe most likely time. 

Do the spermatozoids not concerned in fecnndation have 
any infiuence upon fntnre pregnancies ? 

There are no positive proofs in answer to this question. It is 
aupjKsed, however, that they mudify in some way the ovules con- 
tained in the ovaries; this is spoken of as "infection" of tiie 
mother. 
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Changes in the Maternal Organism. 

What changes take place in the blood and circulatory 
apparatus^ 

1. Bloort: The qu antity i a ipcreaee d after the fimrlh raonth.. 
Ihe fo lio wing changes occur in qualityj vix., the Tpater and white 
globules incr ease, and the red ghibulea, iroii, and albumen decrease; 
the fibrin decrease s up to the sixth month, and then increases until 
th e end of pregnancy. 

2. Heart; Ilvpertropby of the left_Yentricle OC^rs, which dis- 
appeara after pregnancy ia at an end. There are increased arterial 
tension and fulness of the veinH. 

What changes occur in the skia^ 

1. pi gment dep ntiilw : Tbt'BC may occur upon the face, the mam- 
mary glands, the esternal genitals, and theabdominal wall. Upon 
the abd ominal wall a_line of pigment deposit ia usuajly seen in the 
median line, extending from the raona veneris to the umbilicus"; 
in some c ases it ext ends to the xiphoid cartilage. 

2. Striffi: The dcatrices of pregnancy become distinct about the 
seventh m onth. They are usually found upon tlie abdomen, but 
ULSpme cases also upon the thighs, bjps.and manimary glands. 
They are reddish or bluish in color, and do not disappear after 
pregnancy, hut become whit* and look like old scars. 

What changes occur in the umbilicas! 

It ia usually depressed for the first two or three months of preg- 
nancy; at the seventh month it is on a level with tiio^ surrounding 
skin ; from then, on Uy the end of pregnancy, there is more or less 

What changes occur in the external genitals and the 
vagina 1 
Appreciable changes do not occur in these organs until about 
the fourth month . The cater nal ge nitals b ecom e.moje moiat ; the 
labia m^ora and minora larger, more open and resisting; andj)ig- 
ment depoHits take pluce^ The urinary meatus becomes red and 
prominent, and the mucous mcmbr-ineof the vulvar canal a»B mm!! & 
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^ 4^''^''^ c olor. The vagina iaereaaea in length ubout the fourth 
month, and becomes shorter again at the end of pregnancy, from 
tStideatent of the uterue and the process of labor. ltT>eootnea a. 
viotet-rcd color, and its pupillie are enlarged ; its secretions also 
become more abundant. The muscular tissue of the vagina hyper- 
Gophiea, and, a gr eater su pp ly of blood being sent to it causes a 
digtJDCt pulaationof the v aginal Mteries— O s JanSCT^SBig n ofprc g -. 
nancy. 

Wliat changes occur in the nteras ^ See fig. 21. 

^ 1. yterine jj-aUs.: 

a. Serous coat : The peritoneal covering becomes thickened, 

b. Muscular coat : The^ muscular fibres increase greatly in size, 
and " embryonic muscle cells" develop into fully formed muscular 

c. Mucogs coat: The chan ges i n the mucous membrane have 
'already been described. 

2. Uterine vessels : 

a. ArteriM; Ttiey increase not only in volume and length, but 
also in nujttber ; they remain TofWoBS flufiiig the whole perio d of ' 
pregnancy. The arteries siTddenIy"T?hIarge as they enter tlie uterus 
and are placeil nearer to theporitoneiil than to the mucous surfa cej 

■ gzce pt at ihe site ofthe placenta. 

e. Veins: They grow to a very larg e size . In the walla of the 
ut«rus they form sinuses, which intercommunicate. AH of the 
Teins are without valves. Some have only a single coat, which is 
closely attached to the muscular tissue ofthe uterus. The venous 

Onuses are very numerous near the placenta. 

3. Size; At the end drpregnancy tile uterus measures, iu its 
vertical diameter, 1 3.6 inc hes; in its transverse, S.3ti ioche); and 

jn its antero-posterior^ 8.9 inchea (Cazeaus). At the eud of 
^egnancy the uterus weigha from 20 to 21 times as great as in the 
jargin. 

4. Form : At^ first the uterus is triangular in /prat later it be- 
comes pyrifqrm, then spheroidal, and in the last three months o.f 
pregilincy^it is ovoidal. 

6. Position : During the first few weeks of pregnancy the uterus 
,Ji lo wer in the jelvia. About the middle of the third or the be- 
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fanning of the fourth month the fundus is ab ove the brjin of the 
inle t. Y To ward the end of the fourth nioath it ia about 2 inches 
aboYe the pnhes.y About the fifth month it fausea a decided pro- 
jection of the hypogaalric regiou.y At ttie sixth mohtli ft" is on a 
level w ith the umbilicus, atlhe seventh mouth two inj:hea nbove,. 
and ttiward the e nd of the_ ninth month it is jus t below the 
t yphoid cartiluge. y In the niultigravidn the fund us does not 
reach as high as in the priniigravida, owing to the relaxation 
of the abdominal walls in the former jl lowing it to project 
forward j^pTTauaily the uterus sinks in to the pelvic cavity one 
or two weeks bef orel aboj . This ia caused b y the resistance of t he 
aWominal and uj^ring^^ails. TJi e p osition of the uterus is uot 
directly m the median line, hut there is a ri^lit^lateral obliquity, 
dueto the preagace of the rectum on the leftside; in ft^cfitio n to 
this obliquity there is also a left lateral rotation, which is depen- 
dent upon its embryonic development. 

6. Consistency of the walla: As the uterus increases in size its 
walla become soft and ellistic; this alteration in consistency assi.ita 
in the accommodation of the fistua and. prevents abnortual preeen- 
Utipna_a 1 1 Ajgon i lio na , 

7. Properties of the uterusj l ^eEiiancy _ d oes not create any 
ne w pr operty of the uterua, but simply increases those properties 
which are olracure or latent. 

n. Contractility ; This property ia due to the muscular s tructure 
of^'e uieruH! It is an alternal* shortening and lengthening of ite 
muscular fibres.y^ Upon thia property of the uterus depend the 
painleAS contradtions which occur during pregnancy. 
V6. Retractility ; '' This is that property of uterine tissue by 
virtue oT which the uterus, emptied of a part of its conteuU, 
acquires a greater thickness of its walls, while the volume and 
■aipacity diminish." In other words, it is simply a permanent 
-shortening of the muscular fibres of the uterus. By virtue of this 
' ■roperty the ut«rjne walls are kept ia direct contact with the 
fOBtua, vessels are closed after the separation of the placenta, and 
theuteruB is held in the condition it assumcij after laboj', 

C Irritability, ejasticity, sensibility : All of these propertief 
more or less increased during gestation. 



M ESSENTIALS OF OBSTBTBICS. 

«. Cervix : 

a. Softening ; This p rocesa bejrina early id pregnancy. In the 
primigravidii it ml viuce a alowiy. but in the multigraviJa it ia more 



rapid . Ill tlie Intter the ao fteniiig of the vaginal c 
aa follows, yiz.: " Oae-J Vnirth ii affected bj it at four montha, one- 
half at sis, threc- lijurthB a t seven, and the remaining four th at 
ijight mojithft." X.hJ8 i>IPQ55S aiffaysbu^Jna artiund the exter nal oj, 

b. Shortening: This£rocess begins in the last t?'o wettaofjireE- 
naney ; in^aome taaea not US'IJa^'^ houre^befcre labor. After 
the cervix ia coinpletely obliter ated pregnancy ia ended and lahof 
begins. 

c, Orifieea and cavity : 

Primipara: The external oa uteri hecomea round inatead o f a. 
transverae alit. It ia dosed until the end of pregnancy, ujilesa 
there have been repeated eiaminationa made or threateged a bor- 
taon h aa otturred_^ TJie cervical cavity ia widened, but the in- 
ternal oa remains cloacd until the_ cervix ia obliterated. 

Multipara : The exte rnal na uteri^a round, and hard projecting 
nodules are felt along its borders, which are the result of lacera- 
tions m former labors JifTiro Internal oa ia readily to uched by tEe 
eiamining fin ger, Tiu^ it remains closed until labur; in some casM, 
however, the finger may touch the membrariBS'Sni'ing the h'stfew 
weeks of pregnancy ."'TE e^cavl^ ofThe'C^rvix is (bnnel-ahaped. 

Wbat changes occur in the uterine appendages 1 
\ L Broad ligaments: They un d er ^^o hyjjertrophy and assume a 
vertical pijaiUou- 

2. Bound ligamenta: They be cotne greatly hypertrophjsij. On 
account of the great developmeut^f the posterior wall of the 
tljerus. they are not inaerled upon the aides,' but at the "' union of 
the p(Bterior~ folir-fifths and the anterior-one -fifth of ila lateriji 

3. Ovaries: These organa ini-rpii«n in si /p ami aan ump n vfrtit-iil 
poaition. Ovulation ceases, and the co rpus li 
tain changes, wHTchTiaveTeen alr^dy d escribed . 

4. OyTi^jTctsi'Thej' bectHne hvptrtrophiod, and their epitheliuni 
Icaea il3 tiliiE. A yellowish-whitt viscid liquid, containing epi- 
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^heliam and f atty grapulat iona wUhijut leugotytesj lias been found 
in the oviducta during pregTiaiiCT. 

DeBoribe the changes Docnrring; in the mammary glands. 

V The luammary alaiids begin Ui enlarge eu riv. aboiit the b^n- 
ning^jftlitLBeccmd luoutb.^ At the same time ther e occurs a tine U 
ing sensation_in them and they l>ecome m ore Hepaitive. x The 
BUperfi(?Tal veins become swollen, a nd if the breaate undergo con - 
BideralJIe e nlargement a triie ap pear ab out the fifth or aiith month . 
y A bunt the se'eoiTd or tliird month the Nipples Ueco me prgmenled , 



;nlarged, a 



fl colfMtruiu 



is itivL'::^T)iirfi'ig tho last tli"ree montlifl 

usually be mjiiee/eJ iforn the nimlea. '^(The areola becomes 
ligmented, e nlarged, aad swollen iibuutTTe secondTfiTTnTKTJflTRe 



1 in iiiimbtT, becnme enlarged; 

___^ itury .ni.nniii.ry glanda.VOihe 

geeondary areola a ppea re about the fifth or sixih month. Ii baa a 
mottled appearance , anil in the cen tre of eacli wKite split is seen a _ 



glanda of Montgo mery , ten or twelv 
tuey are conaMered to be riiiiinio 



imaU bl yg^ppint. yhlc^i ia a liair follicle. 



Signs and Diagnosis of Pregnancy. 

are the signs of pregnancy classified? 

ibe s^lyeijtive aigna, or ihnse ihiit the p;iiiciit teils us; 2d, 



How 

Int, ibe ajiJiji 
the objecti\;e ai^jna, orj 



tho^e ffbidi v 



Vhat are the subjective signs? 

Xl. Absence ol' menstruation. 

)l'l. Nauaea aii^vomiting. 

j|/3. Salivation. 

y4. NerssiuBjiflorderB. 

<f 5. Enla i^enierit and tingling aenaatioiis in the breast, 
y 6. Irritability of the bladder. 
y 7. Leucorrha-a. 

VS. Quickening. 

What is the value of the various subjective signs ? 

Absence of menstruation: This Bign isof great value in a woman 
LitEerto regular. It must be remembered that conception haa ou- _ 
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curred prior to the first appearance of tbe menses, after the 

pause, and also <IiLring Tactjition. The amenorrhiea may be due in 
some caaea to a pathological conditiou.'jnu rare cases meustruatioiT 
only occuw doring pregnancy. y Finall y, mental impressiona may 
^use menstruation to .tease for one or two pefiodsT^^ ~ 

Nttuaea and voinitlng;lf This is a very common symptom of preg- 
nanc y, usually beginning at the fir^tJoenstrual su pp resaiiin ; It is 
known as the " morning sicknes8.";< It ia of great value as a aigii, 
if associated with amenorrhcea, and if it occurs at regular t iroes, 
and Immediately npon taking f ood, the ap)>etite being but little 
inlef fered" wl th . 

^BaHvatibn |j^'An escessive secretion from the salivary gland s is 
uncommon; it generally accompanies hyperemeais. "Cottfln. 
spitting " is the popu lar term fo r tliia_sij;n. 

Nervous disorders: These symiitoma are of but little value. 
They are generally indicated by some form of mental disturbance, 
or"a"chimge ia the diapoailion. 
vTlnlargement and tingling aena ationa in the breasts : These 



symptoms are preseni~in most women soon after conception, 

Ttey are of but little value, as they^aj occur in the aon-preg- 

nant^These symptoms may also occur, in some cases, during 

menstruation. 

X'lrnlSMlI^of the bladder: Thiaj^a a sign of no value.-j^ltjiiu- 

ally occurs early in pregnancy. '~^ ' 

Leucorrhnea: A disc harge of mucus fro m the vagina is of no value'* 
aa a s ign of pregnancy, as it is common in the nonpregnant. 

Quickening: Fceta l movem ente are first recogniSed by the 
mother, in moat cas^ at four and a half months. Wom en _may, 
In rare c ases, feel life as early as the twelfth week; in some cases^ 
the fietal movemenla are absen t throughout pregnancy. Flatus j n 
the j itteatin^? *"' c_ontj_actionB of the abdominal muscles may be 
mistaken for f<eta1 movements. In some casea. women who are not 
Regnant assert that they feel f<Btal movements, really believing 
the attttement themselves. "" 

How are the objective signs determined^ 

By inspectioD, touch, and auscultation. 
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How is pregnancy diagnosed by inspection? 

By esamining ; 
Jrlet. T he fa ce of the patient. 

y 2d. The prominence of_the abdomen, the curve^f the spinal 
columu, and the position of the shouldeB. t he wom an bei ng erect , 
y 3d. The abdomen. 

4th. The external genital organs and t he y agina. 

5th. T he breflsta.. 

V 6th. The urine for kjestine; th ia si gn is o f no vftlue. 

S7th. The pulae ; it remains the sajiic whether erect, sitting, or 
^ ing d own— Jorigaenne's aign ; it ia of no. value.. 

The chan gea occurring during pregnancy in the akin of the 
abdomen, in the breaHls, the external genitals, and the vagina, 
Have aTready been described. 

What is the " obstetrical definition of tonch?" 

"A digital or manunl esaminatioii of the female internal and 
external generative organs and adjacent parta for diagnostic or 
therapeutic purposes" (t'arvin). 
How is tonch divided t 

Into; 1, vaginal; 2, abdominal; 3, rectal; 4, veaical. 

AbdominaT^ouch may he combined with either visual or^rec- 
tal ; it 13 then known as iiunannal touch. 

Define abdominal touch! Soe fig. 22. 

"Tbc fljipliciitiiin of the bands to the abdomen for the diagnosis 
of pregnancy and its duration, Ui ascertjiin whether it be.^ijigle or 
niultTple, the presentation and position of the ftetus. and for the 
corre ction of an unfavorable presentation" (Farvin). 

What signs of pregnancy are determined by touch 1 

V 1, Changw in ihe vagina. 
^2. Changes in the cerviji and oa uteri . 



ya. Hcgar'asign. 
V4. ^llottement. 
y 6, Size and shap e of the uterus . . 

V6. fijtermittent contractions of the uterus. yTM*A' 
,V 7. Uterine fluctuatTon. 
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;nition of the fetus. 




9. More menta of the fatua 

DeBcribe these signs. 

The thanges __ 
have alread y be en dcs 

SJ Jfeuar'i n-iiy'i .^Thia ia ii aollening of the hody til' the llterlia 
above th e ut ero-aiiera] ligaments. The exatiiiiiatioii T^jiiade hy 
the abdo mi n o- rec tal UiiicH . Hegar cimsidera t hia a c ertain aigii. 
BaHollement, orre-percuaaioa. 

Vfirietki, — ( n te rn al (vaginal), or external (abdominal). 

Mrtkodi. — V aginal. The woman eith er atanda or liea down . In 
the former position, the fiuger ia plaeed in the aiiterior eul-de^aac?; 
I'n the latter, in the posterior ciil-ile-sac. The finger ia given a 
sudden upward movement, while the Iree hand is placed externally 
over the fundus of the uterua. 

Abdominal. Place the woman on her back, and apply the 
hands on either side of the uterus, and then diaplaoe the fcetus 
from one side to the other, or jilace the patient on her side, so that 
the abdomen bangs over the edge of the bed, and indude the 
ulerua between the two hands, one placed above, the other helow, 
then make a sudden upward movement with the lower hand. 

Value. — An almost ce rtain aig n.j^ Mnltiple preg nane?]! hjdram- 
nioa ftpligobydramnioa, jilacenta prievia. or abnormal preaentations, 
may prevent ballottemenl. 

TiTffereiitial difiijiu'siii, — Calculus of the bladder, sharp ante- 
flexion of the ulerua, pedunculated aubperitoneal fibroid, and 
miiltuooular sv_ari»P cyat. 

T%>ne. — Recognized at about five months ; complete displace- 
ment six to seven monlha ; abdominal at aix months. 
Size ami sTiitpe of tfu: u/enc. 

By abdomino-vaginal touch the tumor will be found to be con- 
Cinuo us with EEe cervis, andThe bo3y of tTieljterus eYpan JeiT and 
elasticT ' 

fhe si!'«of the uterus in the successive months of pregnancy hoa 
■already been described. 
y Alermitlenl amlriu-tion^ ijfllie ulerug {Braxlon Hlcis'a dtjii) : 

IfeBe.— At the end of the third month. 
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Method. — Place the hand on t he abdomen with au fSciept 
jure to brin g it i ntocontnct wit h the ii tcrua. The contr actions 
occu r every five or ten minutea, and last Irom two 1 

Diffemd i al tliajinime. — Diatended bladder and g oft uter ine 
fibroida. 
yti Utei-ine Jliiptuation : 

Time. — Seco n d mo nth- 

Method. — Tnlroduca tao-fl ngera i nto the a nterior cui -de-sac, and 
m ake count er-preaaare above the pubea. 

Value . — Aaaociated wftlfaraeno'rflKBa and changes in the areola; 
it JB a certain sign (T>r. Kasch.) 
•yt 'becogiiUion oflhefrefim : 

Time. — At five nmnths ; different parts of the feetua at the end_ 
of Jhe sixDi or begiuning oFthe n eventli month. 

TWuf.— Certiin aign_. 

^Mm^tmeilltjf Ihr/nlnj ; 

"Sm*.— The liisl'iif Ibc 11 fill .>r beginning ofthe si xth mo nth. 
RjWifif".— < I'MitilI :i(1iI [liirti.Tl. Tii the fornieFtlie entire fetua 
moves, caiisitijr ^i ib^mgi' in ibn sha[ici ofthe uterus; in the latter, 
£lie heaiTor extreniities only, giving the sensation of sudden taps. 
Value. — Certain Hign.\ A feeble^niT or hyiIram.nio¥ may cause 
t hem to be absent. 

Diffei'entkd t/tiii/nosis.^Coii tractions of tiie nbdnminal musclea, 
and gas in the intestines. 

What sig'iiB of pregnancy are determined by auscultation? 
X 1. Fretal heart Bo_un^. 
■ >(2. OteritiesoutBe. 
VS. Cardfac snuffle. 
^^4. funic sonlile. 
y6. FtBUl Hhntk. 

DeBoribe these ai^s. 

-y^F(K-l<il heiiH eouJids: 

fktcrifitlon.^-' Thej sound li ke the tJc -t ac of a watch heard 
through a pillow. 

^f 7It»*.— Generally nt five mo nths ; rarely at three, less rarely at 
three and a half monlhs ; heariLby-aU-£X|ierU lU. fouc.mun^g. 
"~iSBua?ton o/ aleihosmpe. — Up to the end of four muuths it should 



terine 
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rttefiBawnrfttajiy ytttB^ a far that period the 
1" th e flteawMCOtw depeaJii p ^m tEe p r^eutation and 



"^IjFi'equene!/. — From 120 to 160per tniniitej t he avera |;; e beinif 140. 

Jlelaiion of Jreqiieney to »ex. — 134 per minute ia taken aa the 

'lividipg line : "above which the aei c will be female, an d below 

which tbc- 



1)6 mal^."" Thia ia, of conrae, by n 




- the death of the fcetua , and other condi- 
ip d^tO be aliaunt ^ r inaiidihTp." ' 

Causm infl'iennnij disHwIneff : 
VI. Size, and period of the development of the fcetas. 
"H 2. PoHition of t he fcetua. 
J^ 3. Amount of liquor amnii. 

V 4, Thickness of abdoniijialjmd uterioe walla. 

Origin. — Due to the passage of blood in the uterine arteries. 

I>c»rnplvm. — It ia Bynch ronoua with the matL'rnal pulse. It 
v ariea in quality and intensity, ruHeinliling aoniewhat the bruit of 
an aneurism al tumor ; it m heard^i'or^BeveraMays after delivery. 

Silanfion. — It is raoat' frequently heariJ at the lower segment of 
the uterus; more diaCinut on the left than on the right aide. At 
times, it may be heard over any portion of the uterus. 

TSiB.— Trom four to five months. 

Y Value. — It is of very little value as a si gn of pregnancr.v It ia 
heard in uterme iibroids, in eulargementa of the uterus from' any 
iMtuac, and In a few ovarian tumors. 

^ ^^riliac muffle. — Of no value as a sign. It is caused by the 

|>;issage of blood thro ugh the foramen oTale. 

y,,fimic mufflr. — Of no value as a sign. It ia caused by pressure 

lifon the umbilical corT! 

^ Fatal thork. — Can be beard about the middle of pr^nancy; the 

impression conveyed to the ear ia that of a sudden tap, followed 

by a quick brtiit. 

What are the certain aigiiB of preg^nanoy ? 
-^1. Fostal heart aounda^ 2. FffitaJ__movementj.;^ 3. The recogni- 
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Differential Diagnosis of Preg^iancy. 

What conditions may be mistaken for pregnancy ? 
V PliyBometra>hj'droi!iolr^hieniatn[iu'tra,''(^terine flliritxls, ov.iriii'i 
tum ors, as(;ite3,"Tftt iii tTie fielly wali, pae uJo-tiyesia , tympaniu c- 
d \atentioB_QLtjlcJI ' testing , p &an tom tumor, anj congeative hypci '- 
trophy of the uterus. 

What 13 the differential diagnosis between these conditions 
and pregnancy ? 



Uterus irregular iu shape, hard 

and reaistiiig. 
Metistrnation present , irregulai 

" ery alow growth . 



Uterua regular ir 
ftud yielding. 



>id growth. 
Subjective sigiia preaent. 



Subjective aiRua absent . ,^_^ 

Intermittent con traction a of the Intermittent contractions con- 

sUnt. \-j .• t ',*-.■■ \, .'^\' i _. 
Uterine aouffle greaenj. 
Dulness on percussion. 
Other objective aigna jir^Hni;. 

Prejjnnnei/. 
fiegina in the mediaii line. 
Rapid growth. 
Tumor in the med ian line. 
Health normal. 

No fluctuation, excep t in Lj 
dramoias, wlien it ia confined 
to the upper jiart of ttieabdo- 

Menatraation preeent . Menstruation abaeut. 

Other auhjective aigns absent. Other subjective aigns present. 

Objective aigna absent. Objective signs preaent. 

^ Braxton Hicka'a sign of great 
importance. 



n percu!<aion. 
Other objective signs absent . 

Owum Tumor. 
Begtne on ojigjodS: 
§1qw growth. 

Tumor more or less 

Deteriorated health . 
Fluctuation miireor leas general. 
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Aw'fe». 
FlucluatioiL eeaeral. 

PercuHsion note: clear in the 
median line, (lull at thiiflauks; 


Pre^nnncij. 
Fluctuation iibaent, "escept in 

hydramnioa. 
Dull in the medianjine, clear at 

the tlaiiks; no alteration in 


note chanees with position of 


note witn cHange injbsition. 

Subjective signs present. 
Objective signs present. 


patient- 
Objective siRna absent. 


Fa( in the Bftty Wnll. 
UBuall; occurs between 40 and 

50 yeajg of e^e. 
Abdomen is pendulous. 
Fat may be included between 

the hundB. 
Subjective signs absent 
Objective 8ig(i» aTaenT . 

Small, and of slow growth. 


Prtifnamy. J 
Before the menopause. | 

Abdomen Arm and promiaenj^ 
The amount of fat is usually not 

large. " ' ^ . 
Subjective signs present. 
Objective signs present. 

Preifnaney. 
Large, and of rapid growth. 
Dull 'on percussion, 
SuBjective sig?i8 present. 

Objective signa present. 


rympanitic on percussign. 

absenti. 
Objective signs of pregnancy 
absent .^ 

Uaually occurs after menopause. 
Sinall^ and of" slow growth- 
rtu^utlve signs absenl; 
Objective signs absent^ 


Pmi/naiiuy. 
Oecura before menopause; 
Large, and of rapid growth. 
i^iibjectivB slgiiB pfeaentr' 
objective aigns present. 


Ifiroialoiiinfrn, 
>^Atre8ia of genital canal. 
nteruBTiai=a an J'rwwETng. 
I*errodical"enlargement at men- 


PretriMtuij. 
No atre-sia. 
iTteFiis' elastic and yielding. 1 


strual periiid. 



EnTaii^ement nagociated with No pain, 



Su^JSitive Higna abaent. 
Ubleciive aigna aljsepf. 



Subjective signs ycitRwV. 
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r -the entire 



Phaniom tiimore. — Pe rcnasion givea a ^^ nnt u o 
abdomen , and the su bjectire and objective signs are absent. The 
adminiatjation of^an antesthetic will cause the (umor to disappear. 

Coiifffs/ive hifpertrophy of Ihe vtenin . — This Jiaeaae may lie mis- 
taken for an early pregnancy, espeijialTy when afsui;iateil wiilj 
amenorrhiEft. Time ja the greajelomiiit in t]if dhi-^no^'if.; y.nn iiiiu_ 
tenderneaa of the uterus on pruHann; uill a Ian ii--i-i in prtvi'iitin^' 



Ps^du-q/e»k, false or spuHnin 
ally 0. 



l"!i':Ji- 



— Thii f 



■s Rbout tUe time of the^enopause in hysterical women 
and also in the nnmarricd who have subjected themselves to the 
risks of pregnancy. Very many of the subjective signs of preg- 
nancy are pri'sent. The abdomen may enlarge, the breasts swell 
and secrete milk, ftetal movements may be felt, menstruation may 
be absent, the stomach may be irritable, and at the end of the 
supposed pr^nancy the patient may go into a. spurious labor with 
all of the pheanmena. 

In making adiagnoaia the subjectLve aymptoma arejjf nfiyalfte. 
The objectiv e aymptflma will at once clear up the case. 

Tympaniiic daitention of the iiifestiiir-s.—A clear note on percussion 
over the entire abtlomen, with an absence of all the subjective and 
objective signs, renders a mistake in diagnosis imjJOBsible. 

What is the diag^nosis between the first and subsequent 
pregnancies ? 
I'rimi<jrm'id,7. Muin'jTarid'i. 

The abdomen in relaxed and 
pendiiloua ; old atriie are seen 
as well as freah ones, 
firm and promi- The breasts are relased and 

The uterus is relaxed and in- 
clines forward, 
il and the oa The cervix is club-shaped ; the 
OS open ; there ia a distinct 
anterior and posterior lip, the 
result of lacerations. 



The abdomen is smooth 
arating; fresh striae are 



The uterus is lirm . 
~V>ut little forward. 
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is closed and the [loa- The vuIta gaps aad there ia 
nmTflsure is intaet. more orjeas Taceratiau oL^e 

perineum. 
The vagina is small and the The vuginii is large and the rugx 



■e or li 






What is the diagnosis of the death of the foetas ? 

Vvl- Failure, after^ repeated ex;i mi nations, to recognize the fietal 

heart SOU P da and fcetiil raovemente. 
yf 2. The uterus ceases to grow aad.be eg lues fl§,bbx- 
^ 3. Tlic breasts decrease in size and become soft. 
^ 4. The patient's health deteriorates ; slio suffers from chilly sen- 

Bationa~anira feelTng orweigEt in~the hypogastrium, 
5. If Ihe head of the fiBtiis can be felt through the os uteri, the 

bones will bo found to be loose and movable. 

What is the duration of pregnancy % 

Between insejuination and labor two hundred and seveuty-Sve 
days; between tTie end of menstruation and labor two hundred 
iin3 seventy -eight days.y It is imiKjaaible to know the esact duni- 
fTSif orpr^~aaticy7linIe&'we can asuertain the precise moment ol' 
conce ption. 

How is the date of confinement calculated i 

"CounWiine calendar months from the ceaaation of the flow, 
and add fi ve days; or we may add five days to the date when the 
flow stopped and count back three mojiths." Quickening is not to 
Be depended upon in predicting the date of confinement; it may, 
irowe'ver, uraoiue cases assist in making the calculation. 

What is meant by precocious births T 

Birtlis occurring before the usual time of viability ; the children 
being liurnstrong and continuing to live. 

What ia meant by prolonged pregnancy 1 

j'regnancy continued beyond the usual period ; the fcetua being 
born alive. The law in this country recognizes as legitimate a 
pregnaDcy prolonged up to three hundred and seventeen days. 
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What is meant by miaBed labor ? 

Pregnancy continued beyoad the usual period ; the IretMS beiag 
dead. ~~ ~ ' ' ~ ~ 

Multiple Pregnancy. 

Wbat are tlie conditions necessary for multiple pregnan- 



] 






come from one or both ovariea, or two ovules 
jvuie may contain two germs, or the germ ma y 



Wbat is the frequency of multiple pregnancies ? 

UU ; and quadrup lets^ 
I record of over fly o 

children at a birth. " " ~" 

What are the causes of multiple pregnancies ? 

Th e gr eat cauaea aro iiiiiltiiiiirity iitiil heredity; other causes are 
climate, great develojmiuiit uf tlie ovaries, race, and statur^. 
How is super-impregnation divided t 

Into super- fecundation auil super- fcetation. 
What is super-fecundation ? 

The successive fecundation of two or more ovules; it is not 

simultaoeoUB. 

What is super -frotation "i 

After coQueption has occurred, and the uterus is already occu- 
pied by the product of conception, "a second impregnation resulLs 
from a subseq^uent coitus. 
Is Buper-fcetation possible ? 

Theri' is no auutoinical I ni possibility against its occurrence prior 
to Ibe union of the ovular and uterine deciduic. There is, how- 
everj but little probability of its taking plaue. 

Describe the fcetal appendages in twin pregnancies. 

If the pre^ancy results from the fecundation of twoovula. 
there is no va&cular connection between the placentee. Each fOBtua 
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h aa an inde pendent chorion and amnion, and, at first, each has ite 
Own^yjUa£3ecidua, but Taler on the intervening part is abaorFeJ, 
80 that there Is but one. 

"If the preg nancy reaiilla from the fecundation of a single ovule 
containing two germs, or a single germ dividing iufo two, tHere is 
a single jflacentu and the bloodvessels eommunicate. There is 
also a single chorion, but each fistus haa its own amnion ; in rare 
cases there ia but oue amnion. i('^winB developed from the same 
ovum are always of the same sex.^ 
Is the weight of twins greater than that of a single fcetns ? 

Yes; but each fretus weighs less^ than that of children born 



What is the course of multiple pregnancies 1 

Premature labor generally occurs, due to over-distention of the 
u terus . Tr_i£lela rarely go to teroij aiid quadruplets never. One 
of the fcetuses ni^y die early, and either be expelled, and preg- 
nancy contiuue, or it may be retained aud undergo certain changes. 

DiagnoBls of Multiple Pregnaoclea. 

How are the signs divided? 

Into :\A. Probable eigns. y'l. Certain signs. 
What are the probable signs 1 

^'1. p auau al size of the abdomen at a given jierio d of p r^napcy,. 
v2. JJnusual shape of the abdomen^ itjs bulging at the Hants 



the abdomen is^ivldeil 
lion, or suIguu. 
stronger, more frequent, and more 



and flat in the media 
i n the me dia 
j/3. The feet 

^oeral. 

pji. Thediaordersof pregnancy are exagg^erated; There is ErcalB r 
fiijn_eaa of the veins, and more lial>ility to 03dema of the lower 
extr^^^ities ; there may also be an tedematous swelling imme- 
diately above the pubes. 

X 6. There is moro liability to premature labor. 

XoT are the oertain signs determined 1 
VBj touch and auscultation. 




ESSEN 



What eigae are determined by touch ? 

.j^, Ballnttement is prcventeii. 
4_ 2. Tte uterus ia tenae hdiI i;_eHistin£. 

j^ 'd. 'fhe fceta! raombers are fult in diirorent parts of the uterua. 
jf- 4. The preaeDce of two fa'tnl heada. 

■V-After labor hiis bej;un the bag of waters maj be found divided, 

by a furrow, into two parts. 

What si|;na are determined by auscultation ? 

The sounds of tw o fo'tal heuiH. The aounda are withou t igoeh - 
roniam , with the maxiinum of intensity at different pointa.^ 



DiBcaBes of Pregnancy. 

Nauaea and Vomiting 

What are the causes ? 

■w^l. Strettbiog of the uterus by tlie growing ovum 

What is the treatment 

)l Nothing need be done us long as the food ia properly di. 

anf^be general condition of the patient remaina good./The aj mp- 

toms generally disappear during the fourth month. 

In graver casm the treatment should be as follows, viz. : 

1. Hygienic treatment : Break faat aboula be taken in bed one 

. JT twoEoiire before getting up. Give lime-water, iced b rink s.* 

' niiTt, chnoipflg ne, eic.y Xt is advisable to send the patient nway, 

giving her a change of scene, and a rest from sexual intercourse. 

_VThe di et sho uld be carefully regulated, ylt taking' 

followed by vomiting, "give light and easily digested food at short 
[nlerv ulaj^If the patient expresaea a deaire for any special article* 
of J let it should be given to ber. 

5. 'Jledicaljreatment ; 
jf^a. Thebowela should be carefully regulated. 

i, Tfie followin g medicinea have been recommended : l lhe Itoo- | 
tye of nui vomTra given in five to tea-diop doses before i 



J.V'- 
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subnitrate of bismuth ; gx ulate of cerium , in five to ten grai n 
^&s&aTToi^er'aBolutii>n ; morghia, given hypodernugaUy ; chloral, i 
twenty to thirty jgrains perrectumj night and morning jliydrp- J 
cyani c aci3^ f3iiute), ^iven in three 1/i five drop dosea , wit h aa ] 
e fferTe a cing dr aught; wine of ipecacuanha, in minim dosea, given. ) 
Y hour, or three or f our tJiiiea ilai ly ; s alicin , in three to fire 1 
a day ; bromide ofpotasarnm, co mbing ] 



; creaaote I FelTaJoana and the 



tincture of 
N( c LolqI treatment If the 



cent solution of ni 



eroded , apply a ten p^r 
of Biher every two or three days ; carbo lic 
I T> rc7ieve"TEeTrritabiIity ofthe utcrna, 
rpbla are Eiglvfy recommcndcc T 
I the tervls ia nlao a dvised. 

rtt. i ir rttr ofleiedj ^it should be res 

I I I 1\ t |>csaary^ If thecerv islaT ound Tpflamedi 

t silver ^ r a tamj on of glycerine ; leechea have also 

1 I I ^ ime uiaeH dilatation of the cervical canal, either 

1 1 finger orli steel dilator devised for the purposS7 

I 1 I y remarkable results. 

/ I r I niediea Hot wate r, f requently taken in small 

I r I c curren t applied to the epigastrium ; inhajationa 

"(Rjgtii ue l)ag to the cer\ii-al vertebrsB; pi^er spray applied 

t Le enigaat rium ama^l pTecea ol ice sucked ad libitum. 

e RccIilI aliineiitatiju This subject will be considered under 

hypereinesi* 



HyperemesiB. 

Wliat is hypereraeeis 1 

y " Obstinate, incoereible, uncontro llable , pernicioua vo miting of 

At wliat period of pregnancy does it usually begin t 
The majorily.if ciiaL'sl)csri'i nbotit the cud nf tho l.liird month. 

Into how many stages are the symptoms divided ? 



^ 
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Describe the symptoms. 

First Stage. The ODset is seldoni^dden ; usually the vomiting 
paasea gradually from the aimpTc~form Into the Rravcr ; Itut thie ia 
"not aUviiys the caae.Ji In the begiDning there ia nothings charac- 
ferialic^oP the <li8ea.*e, IJut later on the nausea hecomeg more and 
and the vomiting almost iiicessajil.)(nie matter 
voinited~i8 composed of fond mixed with nintiia and hile! 




e occasional remissions. <i\- tlio rijci-ii.in of food_ii 

sant, and the patient rapidly become^ i'iti;iciii(r'i| ;ind lo seaalrength , 
iEe cxpres3ion~5econiTTrg ahxTous'ySalivatiuii and diarrhcea ma y 
occur, Btin further complicatinj; t he ease. 

Second Stage. This stage ia characterized by a continuona f ever , 
which hecomea more and more pronounced, and by the ayinjitoma 
of the first atage becoming more marked. yThe citremitlea be'come 
colli ami clamm y, the skin of the face and trunk hot and drj, and 
Cuestomach rejecta everything taken into it-XThe tongue^ throat. 
and mouth become dry, the breath foul, and the thirat ex ceasiye. 
Ji('The urine is high colored and scanty, atid diarrhosa is'cona taQ^ 
There arc severe paina in the head, and also over the stomach and. 
tEe hjpochondriac regions. jiT here are grout emaciation and loss 
of strength, and frerjuent attacSa of syncope. J^In very rare casee 



Third Stage. The fever increases, but the vomiting atopsV The 
)>ulse becomes amall and thin, beating from 120 Ut 140. ifalluci- 
nationa and delirium appear, followed by coma. 
What is the dnration of the disease ! 

In the majority of ca.f(a from two to three months. 
What is the progneaiB ? 

CravCp especially in (he second stage ; in the third atage, death 
almost inevitably occurs. Spontaneous abortion or death of the 
fietuH is favorable. 

What diseases may be mistaken for hyperemesis ? 
V It is to be distinguished from the vomiting caused by albu- 




cancer of the 



How in the treatment divided 1 
Into : 1. Diet and hyKJeiie. 2. Medic al. 3. Surgica l. 4. Ob- 

What is the treatment 1 

Ij^Diet: If the TOiiiiting jsabBolutelTnncgnttollable the pstieiit 
aliiiu ld be su pported entirely bv rectal en^maai and kggtjl-teit__ 
m b«l. 

"T^be following artieles are recommended for rectal alimentation : 
>^Beef-tea, bromide of potaaHium, tincture of opiuin^ and brandy 
er^FJ' toiir hours, continue J for two days. Then begin giving. 
I SftrSy'tS e~ stomach ; using at fi rat milk an dlime- water. (Busey.) 



i^l^crflBtic meat emnl^ion. 
-Mitta blood. 
■ there ia great thirs_tj injec t into the rectum eight ounces 
of w ater and the whites of two eggs, threetimes a day ; this sHouTd 
be given in add ition b the r^ular eneinaa. 

'iiie quantity oTan euciiia should be from four lo six ounces; 
it should be given tlirec or four times a day (Luslc). 

After the stomach is' able to retain food, give the following: 
J^Peptoniied milk, 



o allow the patient any article of diet 
A already been considered 



yPancreatic solutions of meat, 
)f Effervescing koumyss, 
^ji^ilit and lime-water, 

flMBMand milk. <-\- ' 

In some cases it is well 
s^e may spe cial l y desire , 

2. Medical' treatment: Thi; 
(nausea and vomiting). 

S. Surgical treatment: This subject has already been considered 
(niiuseaand vomiting). 

4, Obitretrlc treatment; This consis-r* in Ihf inductwa f.'i ^Jowt- 



I subject 
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tion or prematii 



! labor. ^The cause of death in many eaaea o f 
hyperemeaia i3_due to del3y_on the part of the phva'ci an in per- 
forming 6ne~or the other of these operations ; neither opera tion 
BKnuld""be undertaken, however, without the advice of a. con- 

siUtant^ 

CBdema. VariooBe Veins. 

What ia the treatment of oedema of the lower limbs ? 

The patient should lie down and alightiy elevate the limba ; all 
constrictions niust be remoynl, and the parts should he bathed 
several times a day with cold water, jflf the stin beromes tense 
and the patient suflers nnich pain, warm flannel should be wrapped 
around the limbs, and diaphoretics and tonics administered. 

What is the treatment of tedema of the vulva ! 

If the cedema is extensive, the parts should be punctured so aa 
to allow free drainage ; this should be done with strict antiseptic 
precaution. In cases where the cedema is slight, the recumbent 
position and frequent applications of cold water are found useful. 

What is the treatment of varicose veins of the lower 
limbs 1 

The bowels should be carefully regulated. 1( The patient should, 
as often as possible, assume a recumbent position ,y An elastic 
stocking should be worn or a flannel bandage apjilied ; care should 
be taken not to apply the bandage too tightly, as too great com- 
presaion may be followed by abortion or premature labor, y The 
patient should be provided with a compress and bandage and 
shown how to apply them, in ease of rupture occurring in one of 



What is the treatment of rnptnre of a vein ? 

^•A compress should be placed over the point of rupture and a 
bandage firmly applied, or a needle may be carried below^ttte. 
bleediog vessel and a flgure-of-6 ligature carried around It. 

What is a thrombus t 

A hemorrhage beneath the skin, due to the rupture of a vesaeL 



How is it treated t 

By rest aud the application of cold dressings. 

How are varicose veins of the volva treated ? 

y^ Reat i n th e recumbent position, and the use of a 
bandage to support the ut erus . 



SaJivatioD. Relaxation of the Pelvic Joints- 

Wliat IB tliG treatment of salivation ? 

All forms of trealmeiit are unreliable in this affection ; it usually 
pereiata to the end of pregnaucy. The following remedies are 
recotoni ended : 

V Bromide of potassium ; small doses of atropia; pilocarpine, in 
doses of one-htilf of a graiu ; the fluid extract of virhumum pru- 
ni folium yeounter-irritai ion over the parotids, by means of small 
blistera, or llie tincture of iodine; astringent mouth washes of 
tannin, chlorate of potasaa, sulphate of zinc, or brandy; opium 
given internally ; inhalations of turpentine, or creasote, or dry 
bitter orange peel kejit in the mouth._X The bowels should be kept 
regulated by saline laxatives. /T^TT. . -t' (_ 

V'A sudden suppression of the excessive secretion may be fol- 
lowed by serious consequences" (Parvinj. 

What are the indications for treatment in relaxation of 
the pelvic articulations 1 
Rest. 
'2. T^ secure the immobility of the joints. 
Rest. The patient should be kept in bed during pr^i^ancy ; 
an^eflorts to walk, or take eiercise are followed by injurious 
reaulta^)^ After labor the patient should remain in bed for six 

To secure imuiobilityof the joiuta. When the patient is allowed 
to get out of bed the articulations should be held firmly together 
b^TfieaiTB of a towel, or roller bandage, or a hip-binder of strong 
oIoSi. If the relaxation is marked, tlie joints should besupported 
by a leather girdle (Boyer), or a complete metallic girdle (Martin), 
or a^lftster-of-Paria bandage. 






r 



) viaible 



'>~iX^^r-tr-^-*''^'dim 
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Diaeaaea of the OrtfanB of Generation. 

^ Pruritus. VVegeUtions of the vulva. X Leucorrhcea.^ Displace- 
menls of the uterus. 

What IB pruritus vulvee 1 

An ilchiiig of the external g enital orga na. 
What is its etiology 1 

It may be caused by any irritative discharge from the vagina, 
due to malignant disease of the uterus, erosion of the cervix, cer- 
vical catarrh, etcyf Diabetes may cause it, and also various local 
conditions of the vulva, aa redeina, eczema, herpes, follicular inflam- 
mntion, or prurigo.L- Menstruation and pregnancy, by producing a 
congestion of the genitals, m ay p roduce a pruritus, v Generally ' " 
pniritUH vulvas, occurring during pregnancy, there 
lesion nf the parts, v^ W^^..,--;.- r ^v<. 
How is prurituB vhIvib treated 1 7 

The tirst iudicatujD is to remove, if poaaible, the caoM. 

Cervical catarrh and erMion : Apply nitrate of silver 30 or 60 
grains to the ounce, to the cervical canal and the erosion, and 
introduce a cotton tampon saturated with tannin and glycerine 
(tannin, 3j ; glycerine, Jj), or acetate of lead 3ij to glycerine Si- 
The application to the cervis should be made every four or five 
days ; the tampon should be introduced every night at bedtime, 
and removed on getting up in the morning. 

IT the pruritus depends npon a vaginitis, use astringent or al t^ra- 
tive applications to the vagina; a solutmn of corrosive sublimate, 
1 part to 2000 ; nitrate oT silver, 30 to GO grains tc) the ounce; sul- 
phate of zinc, 2 or 3 grains to the ounce; or alum, 4 or 5 grains to 
the ounce.y A boracic acid tampon ia often followed by good re- 
Bulta. The tampon is dipped in glycerine and then covered with 
boracic acid; it should be introduced into the vagina at night acd 
removed in the morning, 

'fhe following is the general treatment of pruritus vulvae; 
^The vagina should be injected twice daily with a solution of 
boras, or a weak solution of "carbolic acid.x It ia of the utmost 
importance that all injections into the vagina should be lepid, not 



hot, and that the;^ should be used without any force, aa pregnancy 
might beinterrupted*The vulva aliouljlie painted over with a solu- 
tion of nitrate of silver (gr. x to jj), or a weak aolution of carbolic 
acid, or "borax maybe used; in some cases the fre<[uetit applita- 
tion of hot or cold water aucceeJa. Corrosive aubliniate, 1 part to 
2000, muriate of cocaine (4 to 10 per cent. ), or a solution of atropia 
are aluo recommended. Ointments containing oxide of zinc, iodo- 
form, or aalicyiic acid, often do good. '■^i"y <-■' < 1 1-<" ' ""• 
To secure rest at night the administration oT morpbiii or chloral 
may bu found necessary; the tincture of ca«n^is mS^a, or one 
of the alkaline bromidea may also be osed for this purpose. 

How are vegetations of the rolva treated T 

XNo active treatment is ndviaable, unless they become very large, 

aa they disappear flt the end of pregnancy ; if removed, fhey are 

very liable to~return. T'he surfaces should bo kept apart and cnm- 

pnases saturated in a solution of carbolic acid, or Labarraque's 

solution, applied. 

What is the treatment of leaconhceal 

If the discharge be slight, use tepid astringent injections: alum, 
borax, sulphate of jiioc, carbolic acid, chiorat-e of potassium, or 
common_Balt. ^ ., J j _-;.:. * ■ ■■ 

~fXi the secretions are excessive and cause irritation of the genitals, 
the use of the cotton tampon is the beat treatmentX Take a dry 
tampim of cotton and enclose in it, either boracic acid, aluro, or 
the subaitrate of bismuth. Then introduce into the vagina and 
allow it to remain for twelve or twenty-four hours ; after its re- 
moval use a tepid astringent injectionyC A tampon saturated with 
glycerine containing either boracic acid or tannin may be uacd in 
the place of the dry tampon. >c A new tampon should be introduced 
into the VBgibiTevery day (or three or four daysX If the leucor- 
rhoea be specific in origin, apply to the vagina, either a sulution of 
corrosive sublimate, 1 part to IWO, or nitrate of silver, 30 t<i GO 
grains tu thf rinnec. 
What is the indication for treatment in prolapse of the 

aterns ? 
-uTo rednce the prolapse: The patient :<houl J iiasuniea recumbeai 
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position aa oftea aa poss ible and wear a pesaary ; iu moat cases the 
prolapse ia spontanoously cured iiboiit tlie fourth month. In c 
where a peaaarj' pannot^be worn, support the uterus with a cotton 
tampon. If the uterus protrudes exteriialfy and cannot he restored 
toils normnl jxisitioti, then a bandage must be applied toaupjiort it. 
A pessary maybe worn until the sixth month; the best intru- 
nient to u se la H odge's pessa ry. 
^*\fter labor the patient should have^a prolonged rest in bed. 

Are anterior displacements of the ntems considered of 
importance durin|f pregnancy 1 
No; thiy are .seldom siillii:ieutly uijirked to be pathological ; it 
is hardly possible for the jjt erus to become incarcerated. In the 
multigrayidu the uterus is always more or leas antevertcd, on ac- 
count of the relaxation of the abdominal muscles. .. I? tte antever- 
aion is moderate, no symptoms are produced ; but if it is markedj 
there are constipation, tenesmus, pains in the lumbar and sacral 
region, ami irritability of the bladder. 

What is the treatment of anteversion ? 

The bowels should be regulated, and the patient kept in a recum- 
bent position. yThe uterus may be aupporled by the open cup- 
peaaary of Thocnas. 

In the latter months of pregnancy an abdominal bandage must 
be firmly applied to support the uterus. 

Is retroversion of the uterus a &equent oomplicatios of 
preg:nancy f 

No; it ia intrequent in the unimpregnated uterua. 

What are the results of retroversion t 

1. It spontaneously rises into the abdominal cavity. 

2. it remains below the promoiitoiy "Of"th«"Sacriim. and the 
cervix bending upon itself, it becomes a retroflexion. 

What are the results of retroflexion t 

^ 1. Jtjjsually rises into the abdominal cavity and the pregnancy 
may continue to ^rm. 
ifi. Abortion may occur, the result of inflammation of the uterus. 
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What is the treatment of retroflexion 1 

If the uttTus is movable, it should be repl aced apd a, peaaary 
unt^l the fourth month ; use the Albert Smith or Hodge pea- 
aary. The bo^vela ahuulil he kept regular, and urine ahoutd not be 
"allowed to accumulate in the bladder; there should he no com- 
preaaion ntound the abdomen, and atniiuing at atool aiiould be 
avoided J^he patient should assume the knee-chest position for a 
few minutes every day, and when lying in hed should not be upon 
her back, but upon her side. 

If the uterus is immovable, gradual attempts to restore it should 
be made dally, ns toiiowa: ' ~ ' ' 

1. I'iie patient assumes the knee-cheat position, and the phyai- 
ciaji introduces two fingers, either into the rectum or vagina, and 
makes gentle pressure upon the fundus of the uterus; the utetiia 
may be gradually resbired in about a week or longer. 

2. The "' push and pull '' method : press the body of the uterus 
up with the blade of aSim'a speculum, and at the same time catch 
the cervix with a tenaculum and draw it downward and backward. 

After Che uterus has been restored to its normal poaitioa a 
peaaary ahould be worn. 

What are the symptomB of incaroeration ? See lig. 23. 
X Retention of tirine, in some cases associated with incontinence ,- 
difficult and painful defecation ; constipation ; severe jiains in the 
lumliar and sacral regions ; -a heavy bearing-down sensation in the 
[jel^ia; and, in some cases, cedema of the lega and arnjs. f^T the 
Tncarceration is not relieved, peritonitis and uremia follow. 

What are the results of incarceration T 

y 1. spontaneous re^' litu tion. 
jt 2. Abortion and recovery. 
^3. Cyatitia; retention of urine. 
Y} 4. Inability (o empty the bowela. 
5/6. .Death from: 
' a. Metritia, " "^ 

^b. Perfor ation o fjhe bladder. 
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-S( e. Gangrene of the uterus. 
j( d. Ursemia. 
y e. Peritonitis. 

What are the reaults of the retention of mine ? 

VIn six d ays the mui;0U3^ membrane of the hiadder sloughs ; in 

What is the treatment of incarceration T 
yL The_indicati on is t o replace the u.terua.)^ The bladder and bowels 
ehould he evacuated, the former with a cathe'.er j[ if tliis is found 
lobe i mpoasJEIe .tlien twpirate about three inches above Ihe pubes. 
In fWQfflterTif cases spontaneous restifution occurs after the 
bladder is emptied; if this does not occur, then the uterus musS 
be re plac ed. If the uterus in bound down by adhesions and cannot 
be restored, then abortion must be induced. 

S/To restore the uterus place the patient in the knee-cheat position 
and make ste:Ldypres3ureupon the fundus with two fingers either in 
the vagina or rectum. Another plan is the "push and pull" method 
already referred to. In cases requiring the use of an ancesthetic, 
place the patient in Sims' lalero-prone position and make pressure 
upon the fundus of tlie uterus by means of four fingers introduced 
into either the vagina or rectum. Playfair, in cases of incarcera- 
tion, advises the use of a rubber bag introduced intothe vagina and 
filled with water; the water must be let out every few hours to 
allow the woman to empty Che bladder. Generally the uterus is 
replaced in twenty-four hours by this method. 

After the uterus has been rei)laced, the patient should wear a 
peasary ; a relapse is not likely to occur. 

Diseases of the Ovum. 

What ia the morbid anatomy ? See fig. 24. 

Itia a disca'^e of the cboriaLvilli. A great fiumber of cyst-like 
fo nnatioDs are fo und, varying in size from a millel-seed to a 
walnut ; the cysts are of many different sBapes. The invesling 
epithelium of the villi and their contents undej^ 
Paiucpi j_degeo e ratioq. The ] >edi<;lfi.flf u 
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same tissue an Wharton's. jelly ofjhe umbilical cord. The cjala 
contain albumen and mucin, which resemble in appearaoce ihg 

3 before the second month, the degeneration 
involves the entire surface of the chorion, resulting in the death 
of the embryo, which undergoes aoiutioij, leaving tiio amniotic 
cavity empty ; the vessels of the villi are obliterated. If If the dis- 
ease oecura after the placenta begins to lorui, the degeneration is 
limited to the placental part of the chorion ; although in some 
caaee cyata are found in other parts, TT theTegeneration be Huffi- 
cient to destroy the fcetus, it becomes disintegrated and h found 
in the amnion cavity. If only a portion of the placenta is involved, 
the flatus may go'Ib term ; the uterus may contain, occasiojially, 
a healthy fietus along wltli a hy^atidilorm mole. 

An hj ^datiiinbrm molo reseiiitfe fh appearanco a bnnchof 
graijcsor currants. 

Retention of the placenta or rupture of the uterus may occur in 
this disease, caused by the degenerated villi penetrating into the 

Wliat is the etiology of hydatidiform mole 1 

The disease is less freiiuent in the primiparre than in the multi- 
pane ; it is more frequent in women of advanced age ; it geherdlj 
occurs during the first montlia of pregnancy, but it cannot occur 
after tho lallcr p;irt of the thinl month. 

yThe exciting causes of this disease are as yet unsettled. They 
■^ay be maternal in origin or due to disease of the ovum. In 

proof of the former theory may/be mentioned "fiieTmiuent recfti- 

rence of the condition in the aame woman, and its frci^uent asso- 
ciation with uterine fibroids and ffjtb a ca ncerous ijr sy^hiliJic 
d ^scraaia . The probability of the latter theory is supported by the 
fact that a healthy fretus is occasionally found aaaociated with a 
hydatUiform. Bipje- Again, cases occiirTii whTcIi the death of the 
fostus cannot be accounted for by tile degeneration of the villi on 
account of the limited ejttentof the disease. Spiegelberg believefl 
the disease to be due tr> an abnormal development of the allaotoiB. 



Seacribe the symptomB, 

Vj. Ra^idenhirgemeut of the «bdnit) ^p 
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'^ 2. Attat-ka »f hemorrhage or a mi 
^ V 3. ExpLd aion of veaiciea. — ^j^ 

y4. Uoughy feel of the utijrus on palpation. 
jj6. Obs cure fluctuation." 

y5, Thelmtal members cannot be recogniz ed b y palpation. 
y7. The"Tbweraeg[n enlof thentcroa iajenae. 
jgi. Lumbiir and aacral gains. 
u9. 'The JcetalTieart sounds cannot be h eard . 
VlO. Balliittement is prevented. 

The diiignifflia Is made by the above subjective and objective 
ayniptoms; tliu discharge of veaiijIesislEe only certain ay mptom._ 

What is the prog^nosis t 

^The i>:<tieiit rarely goes to term and the fcetus in nearly all cases 
dies. vThe danger to the mother is from heimiixUftgfi' 
What is the treatment ? 

11" the hepiorrhage is aligljt, no active lreatineiit_ia advised. 
Place the patient at rest, and give cold drinks aud-Upium^ 

XT the hemorrhage ia grave, then introduce a tiirapon and give 
ej^t. 

If the hemorrhage retnrn a, then the indication is to dilate the 
cervical canal and emgt^ the uterna. 

'i, 'ne~tIira tation of the cervis may be accompli abed by the finger, 
or by Baniea's or Tamier's dilator. The use of tents increases tlie 
dangers of septicaemia.^ After the uterus ia emptied of its contents, 
wash out the cavity with a warm siihition nf corrusive sublimate, 
1 part to 30110. If hemorrhage occurs, apply the perchloride of 
iron. The after-treatment c<mai3ta of rest and the administration 
of ergot. The use of Thomas's dull-wire curette U advised in oaaee 
where there ia a persiai^nt hemorrhage. 

PoIyhydramnioB, 
What is polyhydramnios 1 

An exces-s iu the amount of 1ii]iior amnii. 

What is the etiology of polyhydramnios 1 

There are various theories, as follows : 
y 1. Patulous condition o f the va aa £roBiJi 



^ 



ESSENTIALS OF OB3TETBI03. 



2. DJBease of the fostal heart, lungE 



fvity ^ tlie~kidney9. 



■-v4, Cliiin^'L'- in the [naternal circulation. 

y "i \ rii'.ilii'l c'jiKlitioD of the decidual chorion, ( 



i frequent in the multigravida than ij 



ThK dUea.,e 
primigravida. 

How many forms of the dise&ae are described f 

yTwo; an j<;ute and chroaii; furai.. 

What ate the gymptoms of polyhydramnios 1 

^ 1. Riipid dcvelopiiient of the uterus. 
){ 2. The uterine walls are tenac and elastic, 
y 3. Obscure sense iif fluctuation. 
^ 4. FiBtal he art aou nda fii[ut or absent. 
^ 5. tWus cannot be recngnized hy palpation. 
Jf 6. The.Qeryii is high up.and more or less shortened, 
y.1. The fcetus moves from one position to another with great ease. 
V Other symptoms are s^dyapniEa, palpitation of the liearl, irrita- 
Dility of the^Btomach, cedema ofthe lower estremitiea, and iDguinal, 
luinBar, sacral, and abdominal pains. 
The symptoms occur, as a rule, about the fifth or aiith month ; 
some cases earlier. y,T he accumulation ot'^fluFd is gradual. 
Tn the acute form the accumulation of fluid may take place in a 
few days ; in addition to the symptoms of the chronic form, fever, 
vomiting, and intense pain, are present. 

What is the diagnosis ? 

■y The diagncwia depends upon the subjective and objective symp- 
toms already described.Ji( Braxton Hicks'a sign is of great value in 
^lermining the existence of pregnancy. y Polyhydramnios may bo 
mistaken for a multiple pregnancy. 

What is the prognosis % 

Very grave for the child ; nearly one-fourth die. The prognosis 
for the mother is favorable, unless the disease is associated with an 
organic aSectioa of the heart,'>!Tbe danger of postpartum hemor- 
rhage should not be forgotten. 
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How is the treatment divided? 

Into 1, the expectiintp]un_; 2, the a£t iie.j)lao. 

The former <MinHisLam the use of a,n abdominal supporter, and 
refraining from a ctive cJtercia e. yfrbeHteTT or active plan of 
treatment, is indicated whenever grave aymptoms are present, due 
to over-difltention, and when there are serious disturbances of the 
mother's heiirt. yPhe indicutioii ia to induce abortion or premature 
lubi>r. The membranes should be punctured high up, and in the 
interval of the pains. The hand tibould be □a4'd oa a plug in the 
vagina to prevent the rapid discharge of the liquor amnii.X^If the 
presentation is normal , leave the further progress of the case 
to nature; turning is indicated if the fcetua presents by the 
shoulders.V Pro phylactic m eaaurea should be taken against post- 
partum hemorrhage. — i-^^^^^^— ■ 
Abortion. 

What is abortion T 

" AborlioQ, or miscarriage, is the expulsion of the prodnct of 
conception before the time that the fcetus is viable" (Parvin). 

How is abortion divided? 

Into i^Ovular ; during first three weeks. 

2.)(Embryonic ; up to the fourth month. 
Sypcetal ; subsequent to the fourtli month. 

How is abortion olasBifled t 
Into ii Spontaneous. 

2^Artificial; subdivided into 
yi{-i) Therapeutic. 
>r(fi) Criminal. 

According to some authorities, the term abortion is used when 
the ovum is expelled during th e first t hree montha ; subseijuent to 
tbe third month up to the time of viabilitj, the term miscarriage is 
employed, 

What is meant by the term incomplete abortion? 

The ejcpulsLon of the embryo or fu:tus without the membranes 
or placenta. 
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What IB meant by the term missed abortion t 

ThH lieath of the fiRtU H not followed, with in two weeta, by ita 

At what period of pregnancy do abortioni nsnoUy oconr ? 

SpontaDeouB abortions generally occur in the first three months; 
and, Bs a rule, at a time orresponding with what wouTJhave been 
fi monthly flow. ^Criminal abortions usually occur &am the thinl' j 
to the siiLth month. 
How are caaaes of abortion divided ? 

Into the pati'rnal, maternal, and ovul ar ca uaeg. 
What are the paternal causes t 
yi. Sypbilis. 
X2. Alcoholism. 
y S. EshauBtin^ chronic diseases. 
X4. Working in sulpbur. 
JV 6. ^xual escesses. 
Jf 6. Old age or extreme youth,. 
^7- Lea3 poisohirig. 
How are the maternal canseB divided 1 

Into external and internal uauses. 
What ore external caases T 
yl. Violent exercise. 

^2. TraumatisniB ; accidental or intentional. 
J( 8. Tight corseU. 
X*' Pj'*^*?'"''^ upon varicose veins. 
>* n, gurgical operations. 
)c6. Coition. 
X 7. High altitudes. 
y S- il"t vaginal injections and baths. 
What are internal causes ? 
j( I. Infectious dispasea (acute). 

yi Abortion due to (a) High temperature. 

X (fi] Hemorrbagic endometritia. 
)( (c) The infection of the feetuB. 
ya. Chro nic dise aaea, especially ayphilia. 
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N^ 3. Causes dae to tlie uterus. 
yt (a) Difiplaccmentfl. 
V(6) EndometritiB. 
)((p) Structural diaurJera. 
y4. Pelvic adheemns. 
)) 5, Tumors. 
yS. Lead poisoniog. 
K 7. Worltiiig in tobacco. 
yS. Organic diseases of the kidneys. 

3(9. ffneezing, coughing, vomiting, diarrhtea, and dysentery. 
^0. Mental emotions. 
yll. Emmen^ogue medicines. 

What are the omlar causes T 

"j^ Any of the diseases which may cause the death of iJie embryo 
or ftetuH, such as 
A^. Diseases of the decidua. 
y 2. DJBeiiBea of the placenta. 
(a) Apoplexy, — :>■ 
(6) rnflammation. — ^ 
(e) Fntly degeneration. — ^ 

M gpsna ->^ 

(e) Mysomatous degeneration. ~^ 

3. Polyhydramnios. .^ " 

4. Placenta pne via. ^ 

5. r}neVtiou9 diseases. — > 
t). Diseases and compresaion of the eird. 

Are some women liable to a recurrence of abortion^ 

Yes. Habit is nut lo ho regardeil as a factor ; it is always due 
to t he original prediapuaing uauae still aiiing. 

How are the symptoms of abortion classified 1 
A' Into p^emonil^lry and c lmriifteriatio ^aymptJitua. 

What are the premonitory symptoms ? 

TJieae _are rarely absent after the second month. )^ hey are pel- 
vic weight and jjilneaa, pjiius ii> the lumbar and sacral regions, 
firitabilitj' of the bladde r or r ectum,~aTternate BenaatioTia'orchliTi- 




nesH imd heHt, and n feeling of malaise; theeecretioiDtof the vogiii 
lire alao increased. " 

What are the characteriatio synLptomn ? 

VHemorrhrtg. 
^Abortii _ 
n atrual J nij. 




S 

toms tontinue for four 

^ expelled from the vagina, 

^Qpg with the decidu a. 

A In ahortiona occurring prior to three months, the ovunijjia_a 
rul e, is expelled" entire ; subseq^uent to three months, the ovuiq 
generally mpturea and the foitua is expelled, while the appendages 
are retained for a greater or less length of time. 

V Hemorrhage is leas iiiteiy to occur iii^ nearer the abortion take? 
place to the seventh month.Jf The ^teriue decidua is more easily 
thrown off in late than in early abortirtns,.]!. After the placenta, 
is formed the source of the hemorrhage is from the placental site; 

tut before, it is from the entire surface of the uterine cavity, 

What are the immediate dangers of abortion? 

Xl. Hemorrhage. - — ^^ 

Jt 2. Septicasmia. ^— V 
y 3. Tetanus (rare). - • 

What are the remote dangers T 

^1. Chronic pare nchyeiatijus metritis (subinvolution.) 

Jf 2. EJacental polypus. 

^3. Misplacements of the uterus. 

ITnder what conditions is an abortion i aevi tahle 1 

X 1. Death of the enibryo or fcetus. 

2, An extensive detachment of the i 

3. Bnpture.of.theovum. 

How is a beginning abortion recognized t 

W By the p ain Jul uterine contractiiins, hemorrhage, dilatation r 
the cervix, andjii^ ovum felt through the ob uteri. 
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How ii the treatment of abortion dirided? 
yl 1. The [iropbylactic treatuient. 
y 2. TEeTrcatment of threatened abortion. 
■^t 3. TGe treatment ofinevitable a^ortionT 

What is the prophylactic treatment? 

leofai 



3 



abortionVl Either syphilis, 
uterus, or euJomctritis, ia most frcijuently 
found t^ be the ciiuae in frequently returriug abortions. 
J( Thejjatient should avoid all active CKercise, especially during 
that period of goBtationin whirh she has been in the habit of 
abortinggr Sh e ahou ld also reat at the time of tlie menstrual ep□[^ha. 
vSexual intercourse i^ often the cause of ao.aboTtioiiiuidabould be 
forEidden. Sir J. Y. Simxwon recommended the chlorate of potaa- 
aium in certain diaeaaea of the placenta; it may be giv^n in doses 
of ten to twenty grains three times diiilypc In caaea of habitual 
abortion the fluid extract of viburnum prunifoliuni Laa been ad- 
vised; it maybe given thjee. times daily in doses of half a tea- 
ipoonful to a teaspoonful. The danger of abortion occurring ia 
greatly leasened after the fourth month. 

hat i§ the treatment of threatened abortion ! 

In all ciwea occurring in l!ie early months of proguiincy there 
ahould be an esaraiuation made to u^certiiiu the position of the 
uterus.ylf it is found retrofle.\ed or retruverted, it ahould at oni'e 
Se repluced.vThe general treatment of threatened ubonion ia as 
follows: The patient should be placed in bed with light covering, 
and^ven cold drinka ; laudanum should be administered per rec- 
tum (twenty drops) every hour for three or lour hours if the uterii 
contractions cnntinue._^ Suppositories of opium may be 
pnlce of laudanum. y tf flierel ie reatleasnesa and excitement, give 
twenty lo thirty (!;raiDa of chloral along with one of thejtijeclToff 
orbu^^"""^- 7ho urinfi should "be drawn with q catheter twice 
in the twenty-foiir hours; _the,bgwe]s should be' emptied every 
other day bv means o_f^im injection, or by a mild laxative. /The 
piUient should remain in Bed for a week after all symptoms have 
disappeared .x .ri' there be a recnrrenceof the symptoma.ahe should 
immediately retiirn to £ed. 
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Viiat are the indications and the treatment of inevitable 
abortion 1 

V T o cont rol the hemorrh a^^e i ind Ui empty the utems. 

To meet these indications the tampon shoald De used, at the 
same time adm mistering ioternaily the fluid extract of ergata clf 
the hemorrliage is _grave, tampon the entire vagina, anja pply a 
T l>anjage ; if alight, tampon only the upper thirdTif ^ vagina. 
Tlic tampon may remain twelve or twenty-four honra, wEeo 
should be removed ; if tlie hemorrhage c<mtinue3,^t sEould b 
peated. Generally after the removal of the tampon_the ■ 
be found in the vagina, or it may have descended it 

canal ; in the latter case tUe ovum forma a plug, and it may n 

be necessary to rejieat the tampon ; compression of the ute_rii9, 
under these circumstances, will, in some cases, expel the ovum. 
X Great care should betaken in the first three months not to rupture 
the ovum, as there would be great danger, if the nccident occurred, 
of the abortion being incomplete. Before using the tampon empty 
the bladder, and wash out the vagina with a solution of corrosive 
BUblimate, 1 part to 2000 ; the balls of absorbent cotton fipit intro- 
duced iolothe vagina should be dipped in carbolized water or 
covered with iodoform.^ After the removal of the bvmpou, again 
wiUih out the vagina with the solution of corrosive sublimate. 

In ftlmrtion oci;urring in the fir.^t two months, no active treat- 
mctit, OS a rule, is necessary ; the j)atieid should be kept at rest in 
bed for several iJays. 

,( In cnacs of complete aborticHi active treatment is rarely^ necessary ; 
Ihii ovum IliriMH a ]iliig which occupies the cervical canal an d con - 
tn.ls llie heiMi.rrliagc." 
What are the uses of the tampon in the treatment of 




I 

JK 1, To control hemorrhage. 

)f 2. To^Bttmtilate contractions of the uterus. 

y !i. To assist in the separation of the ovuai from the uterus by 

niulate between llieni. 
What is the treatment of an incomplate abortion in the Qui 
three months T 
1. The expectant plan; 
The active plan. 
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Those who follow the expectant plan of trea tme nt advise waitin j g 
until the appendages have been separated from the uterine cavity; 
this ia Judicttted by hemorrhage followed in a day or two by an 
offensive dischitrge. XThe oa ia then dilated with Hegur's hard- 
fuSber dilatoRi and the uterine eavity wasliod oat with a warm 
Bdhitioa of corrosive sublimate, 1 part to SOOO.MNgit one or two 
fingers are introduced into the uterine euvily, at the same time 
making firm pressure exterually with the other hand upnu the 
fundus of the uterus; or the uterus may be drawu down with the 
volsclla, and then the fingers introduced. After detachi n g the 
.■iienibranea they are ciirrJeiT dowuToThe oa uteri where they^au 
be^seijejl by_the finger and thunib and witlidrawii. 
ylC the digital method fails, Emmet's curette forceps should be 
used. AfiertheappendageshaveTieen entirely removed, ChurchiU's 
tincture of iodine should be applied to the uterine cavity. 

Those who employ the active plan of treatment immediately 
emp^ (He uFerua of the retained" appendages by means of either 
forceps or curettes. 

y^The strictest antiseptic precautious should be employed in the 
treatment of incomplete abortiou^Tho huiida and instruments 
sliould bo rendered thoroughly aseptic; the vagina and uterine 
cavity should be washed out with a solution of corrosive sublimate 
Iieforeand after the removal of the remains of the ovuui. 



What is the indication for treatment in an incomplete 

abortion subsequent to the fouxtL mifflth 1 
-y_To empty tlio utt'riis. 

\ Expre8Mion"^nbe uterus will generally cause the placenta and 
iuem^ntnes to be expelled; other cases require dilatation of the 
OH aud'tbeuse of the lingers or the curette forceps. 

Shoiild the aterine cavity be washed ont with an antiseptic 
solution after a complete abortion t 

No; not unless symptoms of septicamia occur./ The uterus 
sjipuld only be irrigated in those cases requiring the introduction 
of the fingers or instruments in W its cavity .~^ 
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What antUepttc precantioni should be taken after an 
abortion 1 

Till' viiginn ahoiilii be wosheii out with a warm aolution of cor- 
roHJveTiibirfnate,"! pS,rf "fiTaOOO; iimneai^cly ailerf tge oTiiml^ 
ox|icl]c<1. Till! exloniiil organs should lie liathed twice aday with 
u miliition of cnrrusrve itublimate, and kep t cove re d with corrosive 

What is the after-treatment of abortion ? 

'i'hB imtitiit iiiiiHt remain iit rest in the recumbent position for 
tlic hiinie lengtli oi' time _iyLaCtBr a labor at full term. 

What is the indioation for treatment in missed abortion ! 

Ectopic Development of the Ovum. 

How is ectopic gestation divided ? 

Into I. Primitive cervical pregnancy, 
2. Extra-uterine pregnancy. 
What is primitive cervical pregnancy 1 
Thu arrest and development of the . 
I till" varioty of ectopic gestution is very r; 
ill the iir»t ihroo monthB. 
What are the varieties of extra-uterine pregnancy f 

(") Inturstilijil.^ — Tu In )- uterine. 

(h) Tubii-alidouiiiiul. 

M i;„bo-,>v.,iim. 

(i/) I'regaaney in the rudimenlary cornii of a oiu 

3. AUloinlnnt. 
((() Primary. 
(ft) Scooadary. 



Describe the mum, oootm, and termi^tlon, of tnbal jrag- 
nanoy.^^reTijp.. 25 and 26. ~ ' 
Otutt. — Tnflaromatioiiti of Ike niucou.^ inembraoe nasoeiaied with 




lura j, into Ihi: perllunful .nslly ;a,i iao llie uavLLy ot tbe hcond lifiament^e 
Bl jwintof nipUiro; 1, n-all (i( FaHopLiin Luhe; c, cayily of ibe btgiid iigamenl wl 
(3) Rildi BeimrBteil ^Tteuilc Billiaion, a. (Tall.) 
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Ims of the cilife; dilatation and h ernial pouches; flexions and 
coDBtrictiona ; poly^; pelvic tum ora p reaaina; up ou th e tube, and 
ocdiia'on due to infla mmati on.y Id cases of complete occiuaion 
tnere is a transmigration of the s permatozoida ; eaaea of trans- 
migration of the ovule occur in some cases. The tube maybe 
large enough for the apermatozoids to enter, but too Bumll to allow 
the ovum to paaa through. Cases arc recorded of two ovules jiass- 
ing through the tube at the same time, the one in advance 
hlockiiig the way of the otherjithe former developing iu the 
iiferus, the latter in the tube. 

Churte. — The mucous membrane of the tube undergoes hyper- 
trophy, and the villi become attached to it. Generally the uterine 
and abdominal openiaga are closed; in some cases the uterine 
opening remains patulous.VThe villi of the chorion forming the 
placenta penetrale^ta tlie muscular coatxA* *''^ beginning of 
pregnancy the muscular coat of the tube thickenSj but later on it 
becomes thin, due to the stretching caused by the ovum. 

TbTntnn/ion.^Rupture usually occurs within the first two or 
three months; iu some caites the pregnancy may go on to term. 
IfAiier rupture the eiLtire ovum, or only the embryo or fcetua may 
escapejnto t^e^abdgiainal_cavity, or in some cases the entire ovttm 
may remain in the tube. '^Rupture, in many cnsea, is followed 
by dpath caused eitiier by internal hemorrhage or peritonitis. 
\ Recovery may occur when tlie proSuct of conception dies prior to 
rupture. X Rupture may occur between t he fol ^ of t be broa d ligy- 
meut ; Ihi^s i a sp olcen of as extra- peritoneal pregnancy^. 

Describe the coarse of aa interstitial pregnancy. See flg. 27. 
y This variety of extra-uterine pregnancy is also known as tubo- 
iiterine.^^ The ovuui ia developed in that portion of the oviduct 
which passes through the wall of Ihe uterus. j( In the beginning of 
pregnancy the muscular tiaaue undergoes hyp ertrop hy, and forms 
a attc aroun d the ovum. y As a rule, the ovum develops more 
ra pidl y ttao the muscular tissue, and"r"up"ture tateapTace pen erally 
prior to the ioiirtti month ; in rare cases gestntioii_maj- go on^to 
■ cavity it may 
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Describe the coime of tubo-abdommal and tnbo-oTarian preg- 
Danciea. 

TiihQ-abdomm<d. — The ovum is developed It the ampuJla of the 
oviduct and growing gutwarJ ejctaiids into the ahdumiflaLcarity. 



1 



It 



ided by the hroad iigamen t. then 



-- ■ J -.^ . — ^ , tMjneaenter^ 

the bladd er, the intestines, ajid the uterua, whiiih are all Wnnd 
together by a plaatic esudatlon, the result of a local peri tea itis . 
Jfllii the beginning of gestation the oviim deacenda into Douglas's 
cul-de-siie.XThe external covering of the ovuin in advanced preg- 
nancy may include th ^ liver , kidneys , an d aplecp . SiThe placeuta 
isj as a rule, formed in the pelvic cavity. 

^fl75(6o-o!'nrio«.— The external sac of the ovum ia formed by the 
oviduct and ovary, which are surrounded and bound together by an 
i^flammatsrj exudation. 

y.X» both of the above varieties of extra-uterine gestation their 
course and termination are like those of an abdominal gestation, 
Describe the_course of pregnancy m the mdimentary cornn 

of a one-horned uterus- See fig. 28. 
^Tliis v ariety is Ju cUise anat omic al relation with the tubal form. 
Rupture, he a rule", ialtea place between the tFird »"nd"arf f h" monti ia. 
Tbe^ajiex of the horn is (he portion in which rupture ta^ place. 
In a case reported by Turner, pregnancy continued on to term. In 
a case cited fay Ktsberle, the filctua died during the fifth month, 
and wua formed into a lithopiedion. 

H The formation of the placenta is more perfect in thb variety of 
extra-uterine gestation. 
Describe the course of abdominal pregnancy. See lig. 2!). 

This variety is divided int^) iiriiuary and secondary abdominal 
pregnujii^y. V The former ia very rare ; t he la tJcT beyiua-al.flfBt as 
ijjie 'if the varieties of tub al p rey nan cy .y.. The sac usually contains 
inuseulur fibres. The placenta may be attached to any of the 
abdominal or pelvic organs. Cases are on record of the ovum 
being free in the abdominal cavity, i. f., not surrounded by pseudo- 
menibranes. )?The pregnancy, in many cases, goea to term, when 
the fix'tus dies an d either bec omes c.irtilaginnus or is converted 
i nW a iitho piedjon gHntosdlpflKere ; the ovum being retaincJjor 
many muuihs or even years. On the other hand, suppuration mav 
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occur, and tbs cygt rapture i nto the howel or hln<l<lp r, or disi^liarge 
its contents through the iLbdominul wall. 

Describe an ovarian pregnancy. 

In this variety the fei'undiition and growth of the ovum take 
[ilace within the ovisac. Vln some cases the ovum may pass through 
the opening caused by the rupture of tlie oviuac, iwd tints lie 
aiinoBt entirely within the abdominal cavity. J( In ovarian jireg- 
u an cy rupture uaually takes place in three or foiir months; rarely 
the gestation inay go to terra. 
What are the symptoms of extra-aterine gestation? 

It is convenient tii divide the aymptoma into three periods, as 
folTciira; 1, to the end o f the fou rth _mnnth, i. e., lip (o tTie time 
when the sac usually ruptures ti'i, from the fourth month to the 
completion of spurious laborjrf!, from the completion of the labor 
ix) a period subaequeut to the death of the iiettis (Parry). 

Fir^l Period. — During the first six weeks the ayiriptomu of intra- 
uterine pregnancy may be jirRsent, more or less modifled.y,Men- 
struation usually ceases, the uterus enlarges up to a coftain point, 
'and a deeidua is formed y^plug of mucus fllis the cervii.|.The 
changes in the mammary glands occur ; there is gastric irritability, 
and there is a deposit of pigment matter. J^ The enlargement of the 
i^erua ia greatest in the interstitial variety.-jtFrom the second to 
tjie fourth month severe intermitten t ])aina_occur in th^ hj'jiogas- 
triuin . ^hey are associated with great prOBtrattou or sYncope ; 
these symptoms may last for several hours or days. The paina 
are pnihably due t o either a local peritonitis , to contractions of 
ilie uteru s, or to stretching of^^a dheaion s. y During thia period 
frequent diacEargea^of darlt, clotted blood occur from the uterus; 
in some cases portions of the decidua are found mixed with the 
discharge.'/ A vag inal esamination, after thefirstsix weeks, shows 
the uterus to be enlarged and displaced ; usually fortrard, in some 
cases^upward, or laterallyV On the side, or behind the uterus, is 
felt a cystic tumor mpre_o^ leaa tcmier Jo the touch. yTt [a some- 
what immovable, and in some cases DallSlteuienraiid u feeling of 
obscure fluctuation can be detected. 

V'Scowi Pmod —The _a_tta(-k8 of pain Iraaen in frequency or dis- 
appear. 'jt The bloody dischargw from the uterus either cease 




altogether or are greatly lessened. /.The movements of the fcetu* 
are felt, generally on one side.^The fcetal heart aonndM are illa- 
tinctly heard, and tlie fcelUH may be recognized by touch.^Ihe 
abdo^men ia perceptibly enlarged, more on one side^of the median 
line than on the other. j^ The "uterus becomes fixed and dia_^!aced 
hjgher up. yl^An esamination per vaginam reveals a fluctuating 
tumor containing a Holid which givea the sign of ballottement. lu 
Bome caaCB the foitus can be recognized. ^The tumor causea irrita- 
bln^ of the bladder and rectum. 

JViird Periiid.^ThiB period ia characterized at full term by a 
Bpurioua labor. )<The pains closely resemble those of the first 
stage of normal labor.^ After continuing for several hours or days 
they ceaae.y Associated with tlie spurious labor there is a bloody 
discharge from the vagina containing, in some coses, portiooB of 
the decidua. 
Foarffi Period.-^The death of the child follows the false labor. 
y, A few minutes prior to its death very active niovemeuta are ob- 
served. vAfter the desth of the child the liquor amnii is absorbed, 
and the abdomen lessens in size.-J This diminution in size continues 
and becomes permanent if decomposition does not talce place.y On 
the other hand, if decompoaition occurs, aymptoma of suppuration 



If an extra- uterine pregnancy continneE to the foiirtli or fifcb 
month, what variety is it likely to be? 

An abdominal or ovarian ; it is almost certain not to be a tubal. 
What are the symptoma of mptnre of the cyatt 

The patient complains of griping paina in tbe lower part of the 
hypogastrium, which are followed by asudden pain of great severity; 
there is often a feeling as if something had ruptured inside the 
abdomen. yThese symptoms are followed by great prostration and 
eoUapae. y Death rapidly ensues or the patient slowly recovers 
from the collapse, and peritonitis sooner or later follows, 
MHiat ia the treatment of extra-uterine gestation T 
jr 1. Methods to destroy the life of the embryo or ftetus. 
y Pitnclure. — This conaiaU in evacuating the liquor amnii by 
puncturing tbe cyst with a trocar, introduced either through the 
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rectum or vagiriB.yThe ojieration 'm not recommended on account, 
of Tte great danger to the mother ; caaea are recorded where the 
pr^naney contitiued after the operation. 

"•■tlnjecfiona iiilo Ihe Cysl. — This plan is l>oth uncertain and.dimger- 
01IS. >AIarphia iLud ^.tropin ar^ the drugs usual!/ employed. 
'i SHeatriclly. — T his cn nsiala in the use of the fanulic or galvanic 
current.*)tlt is the moat anct^esaful method, and the one generally 
a dopted by the profeasioni/ One el ectrode is introduced into either 
the rectnm or vagina, the other upon the ahiiominal wall.^ The 
treiitment should he employed ddily for from five to ten minute^ 
iind continued until lessening iu the bi/.g of the cyst iodicates that 
the death of the fretus has heen accomplished. 
y 3. The radical treatment. 

The indications for abdominal section are aummarized by J. 
Creig Smith, as follows ; 

)((a) "In all cases before the period of expected tubal rupture 
(2J to 3| monthit) ; in fact, ns soon as the condition hiu been Ah- 
covered, should electricity fail to kill the ovum." 
Ji (b) '' In all caaea of tubal rupture, as soon as possible after the 
condition has been diagnosed." 

S(((!) ^ In all cases up to the fifth month in which the fcetns con- 
tinues to lire. Between the fifth month and the period of false 
labor, operation is not advisable." 

{d) ''In alt cases after false labor when the child is dead and the 
amnion absorbed. If suppuration takes place, operation is im* 
perative; if the fnotus is quiescent, operation, though advisable in 
the view of preventing further trouble, is not urgent.)^ Absorption 
of the amnion is vraited for, because this indicates cessation of 
circulation in the placenta." 

y (e) '' In all cases where the condition endangers the life of the 
mother.'' 

Placenta Praavia- 
What is placenta prEevia ! Wee fig. .50. 

if The insertion j)f tl!e_placeptii '' to th at part of the wonih which 
always dilateaat labor advances" (Rigby). 
What are the Tarietiea of placenta prtevia ? 

1. Geatrat , wh ere the centre o f tjie placenta is directly over the 
internal oa uteri. 
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•ii 2. FiitHiiL where there ii 



B place ntal^ tissue o 






t he 08 iaternum thaii on the other, 
' )( 3. Marijiiinl, where the e<igb of the placenta reaches down to, but 
not ove r, the inlernal os uteri.. 

VI 4. Laleral. whe re the edge of the placenta ia near the ua uteri. 
How often doee it occur! 
y (2nce \n about 1 2IKI teases. 
What is the hemorrhage resulting from placenta praivia 
caUed? 

u Unavoidable hemorrhage. 

What are the oansea of placenta jraevia "i 

Authorities do not agree as to the cause. The following are 
some of the theories : 
"J, The ovule does not b ecome fecundated until it reaches the lower 
(jart^f th e cavity o f the jiterus'^the impregnated ovui 
arrested io the upper part of the uterus on account of the mucous 
memVriine not beinp sufficiently swollen £ia deviation in the shape 
orii'M'of (he uterine cavity Ji-ulerino contractions may force the 
impregnated ojum down to the lower portion of the uterus ^r the 
Ovidncta may open near Che internal oa uteri. 

It iajnore. frequent in the multlpartB than in the priraiparse (six 
to one) ; it oc cura^ore often in the poor than the rich ; rapidly 
succeeding pregnancies and abortibiia alao predispose to jlacenta 
prtevia. 
Describe the oharacteristics of the placenta. 

It usually covers alarger surface nfthe uterine cavity than when 
normally i mplanted ; It is thinner, and tlic cord is usually attaclieil 
to the margin ; occiiaionally it i« vchimenlous.y Prolapse of the 
cord frequently occurs during labor. 

What is the characteristic symptom of placenta praevia ? 
ylHemorehagf. — It rarely occurs beforethe last three months of 
pr^nancy ; DepauTl imitB the tirne in nearly all caaea Ji0_tlie hiat 
. monih and a half , y The hemurrliage is sudden, without any evi- 
d ent caus e, and is i n ter m itten_t.y The Hr.-it heiiinrrimgi' is usually 
plight butj;he_amoiinlJlf blood lost increases in each successive 
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attac k. Ijf If the firat attack of hemorrli age o ccura near the end of 
pregnancy, it may he so proiuBe^nB to place the fife of the patient 
in danger. ^Premature labor may nocuf after Heveral a ttacka of 
hemorrhage. 

What is the source of the hemorrhage ? See fig. 30. 
^It results from a greater or less detachment of Uie jilucenta. 
y The chief source of the hemorrhage is the uterine aurfaee ; a small 
■a from the placentnl surface. 



y The chief sc 
amount of blood con 

What are the causes of the hemorrhage T 

This is an unsettled question; the following are some of the 
theories : 

/ Rupture of the veins, due to the dilatation of the cervix (Portal 
ftndTji£fard)£,or in the latter months the cervix grows away from 
the placenta (Levret)^or the placenta develops more rapidly than 
the cervix (St«lt7, and Barnes). 

What is the prognosis of placenta prseria 1 

X Grave in nil cases to both mother and child^ In general terms 
th^ maternal mortality ja 25 to 30 per cent.Ji the fcetal fro m 50 to 
75 per eentj> The earlier in pregnancy the hemorrhage pecura^e_ 
greatertlie amount of blood lost, and tb e shorter the time between 
the attacks the graver the ]irognosia becomes. The Rreut dangers 
after delivery are post-panum hemorrhage and septiciemia. 

What is the diagnosis of placenta prEevia ? 

X_It is impoBsilile to recognize placenta, pricvia during the firat 
lialf of pregnancy.y If^abortion occurs, the ovum U expelled with- 
out roptur^ of tlie meinbranea; there" is absence of pain prior to 
the hemorrhage and at tlie ti^me^of expulaion. 
V During the^conij half of.pregnancy, a hemorrhage coming on 
stlddsoly. and without any evident cause, ahould be looked upon as 

■^pn examination per vaginam the vault of the vagina feela aift 
and doughy, and inaome cases, where the insertion of the placentiL 
is not central, it will he found thicker on one aide than on the 
other !<ballottemept cannot be demonstratedji^e cervix is elon- 
gated and softened, and occasionally its vessels can be felt pul- 
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gating.jift Tbe d iagnosis is not positive iinlpas tlio (ilacenta c^n be 
lelt_tbrough tlie os^ 

What IB the treatment of placenta prtevia t See fig. 31. 

If tlie hemorrhag e iicFuig j)rjor-fej th2_yiabijity of the fcptua. and 
it does not eadnnger the molher's life, Pa.rvin and Playfair adyiHe 
the expectant plan oF trealiiie'nt. Ji^ however, the hemorrhage is 
g^ve, then llie pregnancy must he endcd.^Luali, on the other 
hand, h olda that the pregnancy should he ended if the hemorrhage 
occurs prior tj) viability, lyhethcr it be slight or pro (use. ^A Iter the 
™bility .ofjhe fietns nearly all ajithorities now agree that the 
inducti on of pr emature labor I5 indicated. 

f The expectant plun of treatment employed prior to the viability 
of th e fcetus consists ia absolute rest in bed, cold drinks, and the 
use of opium if the patient is restless or sufl'ors pain. 
XT he n urse should be instructed in the u ^c of the tampon, in 
order to prevent loss of blood, if a sudden and grave hemorrhage 

^^the treatment of placenta prsevia by the induction of prema- 
ture labor the chief indication to he met durinf; dilatation of the 
cervix is the management of hemorrhage. 

Xlf the cervix is rigid and undilated, the tampon should be 
employed. The tampon assists in the dilatation of the cervix and 
increases the force of uterine contractions; it also serves as a plug 
to control the hemorrhage.xThe tampon shoulil be removed at the 
(Snd of four hours, according lo Luak ; Parvin holds that "it is 
doubtful if any harm will result should a properly applied anti- 
septic tampon be left for twunty-four hours. "^ If the cervix is 
found t'l be sufficiently dilated after the removal of the lampOD, 
tneogertltor imiy use either Barnes's dilators or turn by Braiton 
Hicks's bimanual method. 

If the former be decided upon, the complete dilatation of the 
cervix is accomplished by the introduction of Barnes's rubber 
lfflgs]~The dilator of B.irncs acb^ not only as a plug in theoB uteri, 
but it rapidly causes complete dilatation of the cervix. 

A^er the cervix has been dilOited the membranes should be 
ruptured ami the caae_!ell to nature, if the attachment of the 
pTacSnliri.H not central, if thecon tractions of the uterus are strong. 
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and if the presentation is favorable;)^ If the ulerine co ntntctionB 
are wcalc, small flosooTe^oTilioold be given.yThe general indi- 

taltSiiSTrfr the UHc'oftlic'fDrcepH fiiTJ gopa.y^ lf the "child 's "hea3 
1m i pov iilile an J doe^ not exert aufficlent pressure tj control TEe 
neinnrrhagej^ verMion tdiouTd^be perTofmed. 

j?Tftne implantation be central, ttil~pladeQta should be separateii 
willi the linger from around the cervix. Barnes'g dilators shouli] 
nicii hv introduced, iind the dilubitioii of' the iiervlx completed. 
wEiTc (lie dHntors are being uiied pirIof(irpeIv7c version bj the 
e»tcr niil metlioilT If thia cannot he aecomplished, wait until ll;e 
cervix in dilated, an"dtiri;n perform podalTc veraion. 
%X"^ afler-tre:itment <:iinsiBt8 in guarding against post-partum 
hem orrhage ; ergot shoulil he given for a week or longer. 
'/ B trfct" antia e[itic meuHureB must be adopted before and after 

dclisfiry- 

X A. dCTcription of the methods employed by Barnes, Cohen, 
DuviH, Murphy, .and^Wilson catnteTbund in the text-hooks on 
q^etries. 

Aooidantal Hemorrhage. 
What is accidental hemorrhage ? 

ilemcirrhiige from tli.oseparatil'unf a nurmally situated placenta. 

How ii it divided 1 

Into open and concealed hemorrhage. 

Omcfialed hemorrhage ocuura, according to Goodell, " (t) when 
the plarenta is centrally detached, and the blood accumulates in 
tJiB cnl-de-sac formed by the firm adhesion of its margins to the 
Uterine walls. -^ii) When llie placenta is so detached that the 
blood escapes into the uterine cavity behind the membranes near 
llie fiindus.y (f) When the membranes are ruptured near the de- 
(actied plaitinta and the eH'used blood mingles with the liquor 
nmiiii, %i<l) When tlio presenting i>Brt of the fcetua so accurately 
[>lug« up thd matvnml outlet that no existing hemorrhage escapes 
cxtornally " (Lusit). 

What are tlie oaniea of aeoidental hemorrhaffe t 
U usually occur* in multipurie , eapecially iu the weak and sickly. 
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y It may be caused by inflammatioa gf the kidneys (acute or 
chronic;), by antem ia, or by placental diaei^ e.yjt ia usually caused 
r ai:cidept aMor by uteriue contractions, c 



^.^CertBin acut« diseases have also beea given 



What are the Bymptoms ? 

Extreme collap se and severe pain , a bsence or great feeblejieaa 



^^i£Ia^or, distinct enlargement of the uterus, c 
Hiop'aliy a localized distention of tlie uterine walls.y A discharge 
of pure blood or blood mixed with liquor amnii, 
)fln the concealed variety the diagiiusia ia made from the above 

Accldental hemorrhage may be mistaken for rupture of the 
uterus. )lRupture of the uterus, however, occura after the escape 
of the liquor amnii, and ia followed by the recesaion of the pre- 
senting part and the escape of more or lesa of the foetus into the 
abdominal cavity. 

What is the prognosis 1 

Y^ Un&vorable for both mother and child. /The pr<^nosis is more 
favorable in the open variety. 

What ia the tre&tment ? 

^ If the hemorrhage ia slight and open, the expectant treatment 
ie iudicated. 

If the hemorrhage is grave, immediate delivery must be accom- 
plished. Rupture the membranes and give ergot./. If the oa be 
sufficiently dilated, deliver by forceps or podalic version ; Barues'a 
dilators should he used if the cervix is undilated.XFirm com- 
pression should be made upon the uterus. 



Define eclampsia. 

"V/'An acute disease ^oming oa during pregnancy, labor, or the 
puerjieral state, and characterized by u series of tonic and clonic 
con vulafons^ftttee ting at fir at the vol untary mugcles, and^fiually, 
ezleading to, theinvgluotSfyj accompanied by a complete^lou oT 
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;ndiiig by a period of ci 
ir death " (Charpentier). 



ir sleep, whicli 



r 300 pregnancies 



in labor, than in 
i latter monlbii u. 



cgnad-OUBQeaa, and 
may result in cure 

What is the freqneucy of eclampgia ? 
JCParvin places the proportion aa 1 to 250 

Lpak, 1 to 500. 

^ The diaeaa e \i more frequent in pregaancj 

the puerperaj jtate./ It is most frequent in 

pregnan cy. 

What is the etiology of eclampsia "i 

*)( The etiology of the disease is still an unsettled question. The 
following theories have been advaoced* 
)f 1. Cer^broaginal congestion, 
in 2. General or cerebral anfcmia. 

Jf 3. Anietnia of the cerebro-apinal centres, with congestion of the 
meningea. 

X 4. Eclaoipaia is a aeuroaia. 

jit 5. Bclamjeia depends upon a poisoning of the blood, which 
rend ers it unfit to act normally ujwn the nervous centres. 
•/. (a) Albumen. 
A (ft) Urea." 

V (c) OwlionatB of ammonia. 

'~I<(d) Extr active matters (creatin, creatiuin, leucin, etc.}. 
y W Soluble toxic ptomaines. 
How are the Bymptoms of eclampsia classified % 
Y^Into the premonitory symptoms and the aymptoma of the attack; 
the latter is subdivided in^to three periods as follows; 
yi, Invasion: 2,')(tonic convulsions; 3^,c1oDic convulsions. 

What are the premonitory symptoms ! 

1< The most constant symptoms are headache, disturbance ui 
vision, and epigastric pain, y. Among other symptoms may be 
mentioned, s omnoleu ce, or insom oia, excitem ent, v ertigo , vomiting. 
and despondency. 

What are the symptoms of the attack 1 

Period of /Mtm<ioji;i^uddeo1y the eyes become fil ed and then 
followH ajjiertjierioiljii jiuiet.yvThe attack then eommen'cra by 
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rapid movemeaU of the e}^elids, and of the nlie of the nose, fol- 
lowed by convulsive twitchinga of the muscles of the fqce.^^he 
pupilfl are dilated and iaaensible to light, the month deviates 
toward the lefl side, and the head rotates from one aide to the 
.other. 

Period "/ Tbnic (bamihtoits. — The convnlsive movements extend 
from the head to the neck, body, and, finally, to the estremities. 

y Tlie b ody becomes rigid, the ba ck is atronfily archjdj and the 
[iatient restrupnii TEeTied bjthe head and lower extretnitiea 
((»>iathotonoa). / The arms are extended and rigid; the handa are 
cloae ilTaSS' the thumbs are flexed upon the palms. "^^The tonic 
flgasms involve the diaphragm and muaclea of the thora-t, respira- 
tion ceasing; the face become:^ red and swollen V the tongue is 
thrust partially out of the mouth ;p,he Haliva becomes frothy and 
tnixed with blood, due to the tongue being bitten by the teeth. 

)\ When respiration beuomes reestablished, the air passes out with a 
wbistling noise. '/There ie complete loss of seusalion and con- 
seiousneaa.VThe stage of tonic convulsions lasts from ten to twenty 






IVriml of Chnic (Mnviileio'ii.^liha convulsii 
muscles of the face and extend to the body and extremities.'^The 
fac_e_becomes deeply congested and horribly contorted ; the jaws 
^en and close rapidly ; the tongue may again become bitten ; the 
respiration is irregular and noisy; the saliva becomes frothy and 
mixed with hlood.^ As a rule, the convulsions do not cause a 
change in ihe position of the patient.)^ In some cases, however, it 
is necessary to use force to keep the woman in bed.XThia period 
lasts from one to two minutes, and i^ followed by coma or stupor. 
^.\t the end of half an hour, in most cases, sensation and conscious- 
ness gradually return. 

y Ah a rule, the attack is followed by others ; the interval in some 
cases may be only a few minutes, or it may be several hours. xln 
rare cases there is only one attack, which is followed by the rapid 
recovery of the patient. 
What is the pro^osis ? 

VThe prognnaia la grave. The m ater nal mortality is 30 per pept. ; 
the ftEtnl 50 per cent.^ Edam^isia predisposes lo post-partut 
hemorrhage'and fnllammations during the puerperal alate. 
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What conditions would lead to a favorable prognosis T 

yThe aiUickg irijrecjui^i^it jintl ^i^d, rj!w>verj;_of winsd^ 
dieJiitLri'aJs, siriiUI ariioiuu oriillimiien in the urinp, ^eflflj;fnH^r 
tlieteniperstiire;(aiiil_ilie later in pregnancy or labiir thi: iiltj[tjg 

What conditions wonld lead to an nnfavorable prog:nosis^ 

■*The uterua remnining long uneoiptied, the attacks frequent and 
severe, and occurring early in pregnancy or labor, the coma pro- 
found, tlie urine scanty and containing a large amount of albutnen, 
and the temgerature^igh. 
How is the treatment divided? 

Intofl. Prophylactic; -2, Curative;;*.?. Obstetric. 
Describe the treatment of eclampsia. 

Frophi/lac/ic. ^Thh treatment consists in a milk diet, saline 
cathartics, and hot IibIIib.^ If the quantity of albumen be large, 
the diet should be entirely of milkiJ The saline cathartic should 
be given every other morningXCn the morning the cathartic js 
not gi.yen, the patient should take a hut bath, the temperature of 
which should be from 98" to 100°, ^The patient should remain in 
the water fifteen minutes, and upon coming out should he dried and 
wrapped in a warm blanket and given hot milk or hit water to 
drink. 

-/, Lusk advisL's the tincture of the chloride of iron in full doses, 
for its diuretic and tonic effect.'/ If the aymptoma indicate that an 
att^k is immiiieiit, thirty grains each of chloral and the bromide 
of potassium should be given per rectum.X A hjdragogue cathartic 
sh^ld be administered to unload the bowel.^ The pressure upon 
the ureters and upon the renal vessels may be relieved by assum- 
ing the knee-chest position several times a daylAThe patient 
should avoid lying upon her back, / Par via advises "moderate 
bleeding" in cases in which the urgency of the symptoms will not 
admit of wuting for the action of prophylactic measures. 
>< Playfflir advises small doses of the tincture of digitalis along 
with the tincture of the chloride of iron. 

■"The milk diet should be continued so long as the urine eoutainp 
albumen. /The urine should be examined every foMp of fi>'t.dfty>. 
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If no albumen lius been found in the urine (or eight days, Char- 
peolier advises the following tonic; 

B, — Estraut.quiniffi, extract. gentianfe,aa.3ij ; Ferri aubcarbon- 
atis. gr. iv : Pulv. rhei, q. s.— M. Ft. pil. No. 100. Sig.— Take 
five or six pills during the day. 

Ciiriilire. — The patient should have her clothing loose; she 
should be wa1cKe3 to prevent her from falling out of bed— her 
movement, however, should not be restricted ; and a folded 
napkin should be placed between the teeth to prevent the tongue 
{rom being bitten. 

The^ bowela should be freely acted upon by the compound 
powder of jalap, ehiteriura, ciilomei, or one or two drops of crolon 
oil placed upon the back part of the tongue ; a stimulating injec- 
tion should also be given per rectum. 

X Ohloroform should be given by inhalation and at the same time 
thirty to forty grains of chloral injected into the rectum (" in the 
yelk of an egg and six ounces of milk"). The chloroform should 
be given in full doses during the convulsions, and continued in 
smaller quantities for several hours ; at the approach of another 
paroxysm the amount should be again increased. It may be 
necessary to repeat the chloral in an hour or two ; in most cases, 
however, it need nut be given again for several hours. 
"^he advantages of venesection are disputed./ Litsk advises from 
eight to sixteen ounces of blood to be withdrawn as " the first step 
in th e treatment of convulsions." Farvin holds that "bleeding 
ought not to be regarded as universally applicable." 

Morphia, hypodermatically, is advised by some. Lusk gives from 
one-sixth to one-quarter of a grain, repeating the dose in an hour, 
if there is & return of the convulsions.'/ He also combines the 
bromide of pot-iMium along with chloral in rectal injections; 
giving thirty grains of each nt a dose;/ He advises tlie inhalations 
ofchlorororm to be withdrawn so soon hh the efTects of the chloral 
and br jmide are developed. 

Ott^'d-M'.-VIJ' the uterus be emptied, the convulsions cease in 
about one-Oilrd of the ciiaes.y Driring the first stage, if the paiw 
KK weak, a catheter should be carefully introduced into the ut«nu 
The dilators of Barnes, if re([uired, should be used to dilate < 
cervix. After the complete dilatation of the oe,ilvft fctte.'ijaiw 
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be app lied and tlie child delivered. yArtificifil means to hasten 

labor gh<m!d only be employed in those cases in which there iaa. 

clear indication. 

yWhen_ eclampsia occurs during pregnancy, Parvin and Liwk 

advise the induction of premature labor. 

V If convulsions begin or continue after delivery, chloral, or 

morphia, and chloriiforiu should be U3ed>|i Luak does Bot believe 

in the use of chloroform in the treatment of eclampsia during the 

puerperal state. O-*-^./ V.'. rt. •' " j r'r--^i-. 

LABOB. 

What is labor 1 

Y' Labor is the physiological end of pregnancy, and may be de- 
fined 119 the proceaa by which ~lhe ftetua and Its appendages are 
separated from the mother; it ia travail, bringing forth " (Parvin). 

How is labor clasBiCed T 

X Into : 1. P reinalu rc. where labor oc^rH_ftfter_the fistiiB. is riahl$ 

and before full term. 
_V 3, Ptiitpoii fd, iyhjre_Ja,bor_QccnrB after ^ ft ill.Jflcm.; tbe fostus 

being aljve. 
y 3. Mmtd, where labor occurs after full term ; the fcetua being 

X 4. yatural, where labor takes place without the assistance of art^ 
y 5. Ai'lifiei'il, where nature is aided, or replaced by art. 

What are tbe conditions necessary for a natural labor ^ 

y 1. Fa-lut. — The size must not be larger than normal, and the 
preaenlation mustTie ftivorable. ^ 

"2. Mather.— The [iiirturient a 
unlary forces must be norma!. 

What are the determining oaases of labor! 

/This qupstioii is as yet unsettled; the various 
foun d ill the text-books. 

What are the efficient cansea of labor t 

Thecontraclionsr;!- 
of labor by the abdou 



intary and iovol^ 






iug llie second stage 



* 



What are the precursory Bymptoms of labor ? 

y ('i) Nifikin i j of the tgei-K^— This Jajhe desceot of the fetal liea^ 
encloaed hy tha lower purtioii of the uterus into tlio cavity of the 
pelvia. ^lie waist of the patient becomes smaller, respiration les^ 
Jifficu lt, and the preaaure upon the atoniach la relieved, .^On 
account of the pelvic"Qr»;attaTiem);~p"reBa ed upo n, the bladder and 
rectum become irritable; there ia difficulty in locomotion, a nd th e 
cedenia of the lower limba ia increased, y The sinking of the 
uterus 13 more frequent in the primigravida than in the uiulti- 
gntvida; in the latter, the uterua is more incKned to become aute- 
ywted.^ Descent of the uterua generally occurs from one to two 
weeks prior to labor; in some eiisea o£]j_oae or two daya, in 
others, one mouth. ^This phenomenon indicates that the pre.-*enta- 
tion and %iza of the pelvia are normal. 

\^(6) SecrftioriB from the Cerv'wal G/andn.-^A profuse glairy secre- 
tion takes place from the glands of the TervTxi yAa labor 
jaches, it becomes mixed with blood, and ia known aa the 
."y.The blood indicates that a partial detachment of the 
: has taken place.J(A profuse discharge 
jpdicates that the cervix will dilate rapidly. 

y(c) Changes hi the Vagina and Kelenml OrgaiiK.'^The esternal 
genitalia are awojlen and covered by a copious secretion; the 
labia majora are separated ; and the vagina becomea moist and 
rBlaxBt~ 

yj{<0 Fo-uileu TJtnine CoiUTaetioim.^Thesei become more frequent. 
They cause HtUo or no discomfort in the primipane, while in the 
multiparic they may become painful aeveral dnys before labor. 

What are the conditions which indicate that labor has 
begun ? 

^ EtTacement and dilatation of the cervix, with regularly recurring 
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Into how many stages is labor divided ! 

Thre e. i^JIrjif stage, or *' uterin e period ." ends with the complete 
dilatation of the cervix; ircond ti nge, or '' ulem-a bdoininnl perliid," 
begins after complete dilatation of the cerviK. and ends with the 
expulsion of the child"; tKiril^»iai/r, or " ^iirrnUd jieriod," inciudes 
UB detach m'enT&n'd eipalsiou of the placenta. 
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How are the pheaonieiia of labor divided ! 

Into the phyaiologicali p)a.'*tic, and mechanu -al yihenotaena. 



jt 1. Iiivolunlary. 

Y2. Iiilermittenl. 

y3. PerielaUie. The peristaltic wave begma^at. the fundus of tile 

uterus ; the movements are so rapid that jjractically the contrac- 

tions of t he uterus are eimultaaeous. 

y 4. Fbrm changes. During the intervals of uterine coutraction 
the uteniB is ovoidal in shape.y During contraction the transreree 
diameter iaa^rtened, while the nntero-postelior and niingitudlnal 
are somewhat elou gated." >f.T he modiiicatioDS id the diameters 
cause the uterus ito become more or less cylindrical in shape. 

y 5. Changes in potition. ^The broad aad round llgarnenls con- 
' tracting press the uterus agamst the brim of the pelvis ; the latter 
also iiiclitie the organ anteriorly. 

y 6. " l%e power of the eontrnfiwns is in proportion to their fre- 

' ^uency and resistance.'' 

y 7. Tlierfgulaniy nnd foree of (lie coniraetimu depend upon the 
presentation of the tcetua — e.g., in presentation of the vertei they 
are more regular than in the other presentationa. 

^8. TTie coiilrartio mi a re painful. / The charaeter of the pain 
varies with the stages of labor. The pains are very severe in some 
women, while others auifer but littlc^The contractions of the 
uterus begin before pain "is recognized bv the patient, and continue 
after all suffering has ceased. 

What are the character, aitnation, and cause of the pains 
dnring the first and' second stages of labor ? 

^ F\Ftl Stage.— ThK patient speaks of the pains as '' acute," or 
" Finding," or "cutting." The pains begin in the lum^o^sacral 



r^ion and extend to the jjubes, from whence they radia 
the thighs.",'. The pains are caused by the dilatation of the 
and the compression of the uteri 



i, produced by the con- 



tractions of the uterus. 

Senmd Sl fii/e.j^Tha puina give a sensation of stretching jiL 
teariny . The patient speukj of them as " bearing-down pains.' ' 



The abdominal rauaclos are now brought into play , adding by their 
contractions t o the pain felt by the patient, y There is an iatenae 
sense of tearing apart o f~the vulvo- vaginal canal and perineum ■ 
cramp3 occur in the Icgg : and there is a acnsition of t eneamUB in 
the rectum. VThe pressure exerted by the fcetua upon the nerves 
and orptna of the pelvis and the stretching^ of the pelvic aoft 
parts, art) tho obviouB causes of the paina. 

Describe the process by wMoh &^er7ix ia dilated. Fig. 3a. 

At the begiuuiitg of labor tjie cervix in effat'ed, and the border 
of tbe OS uter i ia felt ae a alight pro.jection ; it ii 
multipara than in primiparee . )^ As the 
cavity deirreaHea in nir-c . and the action of the muacuiar fibres of 
the bod y of the uterua d raws the cervix up over the advarieinq: 
part of the foitua. XAt the beginning of a uterine contraction^ the 
cervii becomea '' thigkgr, irregular, aa if puckered ." and the oa 
decreaijiw in niri'. i later, however, the cervi-i becomes thin, and the 
03 increaaea in aige iifAs dilatation of the cervis advances, the 
decreaae in the size of the os doe a not talte place at the bejtiDning 



o f a contraction . 

In pritniparae the 
tation. /The marg in 



y thin in the 



beginning of dila- 
thiclc thread -XAa 



dilatation advances, the cervix becomes thick and cedematoi 
especially the anterior portionT jj Dilatation of jhe cecyi. 



».XAs the f 



id stage 



! rapid than in the beginning, 
o longer pointa posteriorly and 
lore central position . The shape 
■ it becomes oral. 



advances, the dilatation i 

j( As labor advances, the ce 

toward the lefl, but it assur 

of tlinns is roiinri at first: later 

The following is the mech.inisin of the dilatation of the ui 
y 1. The longitudinal muscular fibres of the body and fundus of 
llie uterus overcome the action of the circular fibrea of the cervix, 
and tend tn pull it open, 

va. The p ressure of the membrancfl and the p resentin g part 
mechanicall y dilates tb p i;f vi^ 

3 ace Btiiimlated by the preasure of 



^ 3. The li 
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What is the bag of waters ? See fig. 33. 

■^The fotal meml)ra[iea, eni'loaing the liquor amnii, projecting 
Uirough Ihe us uteri. VThe hizq and form of' the bag oT wnt^ra~3e- 
pen3~iiiirin the pre.'fiintatiDti oTThe fetus aiid upon tlie exTeHt of 
the dilat ation oftha o3. ^JtThe'bag of waters is small in a vertex 
presentation ; it has aF first the shape of the crystal of a watch, 
but later it beeumes hemiaphericul.l^In all the other presentntiona 
it is large, oh account of the amount of liquor amnii in advance of 
the fostua. 1( The bag of waters usually ruptures 'H the time of 
comple te dilatation of t he cervj ^^Whcn rupture occurs at the 
end of pregnancy or in the beginning of the first stage, the labor 
is spoken of as a "dry labor." j^In catarrhal endomet ritis there 
is a collection of fluid which may be diHcharged before labor; 
this discharge ie spoken of as the " false waters." 

Wbat is the diagnoBis of the rupture of the bag of waters * 

y I/i/act . — During contractioiit ; The bag of water is tense and 
Braooth.yTbe liquor amnii is felt in advance of presenting part, 
jif Inlerv ah between, contracthng .•/ The bag of waters is flaccid, and 
can bfi pressed into wrinkles. 

'i^ Ruplared. — During coidractioiia : The scalp becomes wrinkled. 
No fore-waters, \ Intcrrah between cinttraBtions:f(S\\6 scalp gives 
a different sensation to the examining linger, and it cannot be 
pressed intJj wrinkles, y By inserting the finger between the head 
and the uterus the liquor amnii will escape into the palm of the 

Seicribe the action of the abdominal mnscleH. 
y,These mu.4clea assist the uterus in the cxpulsiou of the fcetus. 
Thty are not brought into play until the end of the first stuge of 
labor.vTheir action is voluntary, and remains so until the he;id is 
beinjf expelled" from the vulva, when the patient loses all control, 
and reflex action takes the place of voluntary effort. 

Describe the dUataJ;ion_of_tlie_ vagina and perineum, 
\(The vagiu:i is dilated by llie descent of the presenting part, and 
oljfers. but little resistance, excejit at its orifice.X' At this puirt the 
hCHd may be delayed several hr)Ura, 
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vTlio^iintracUona of the muscular fibres of the vagi: 
the delivery of the body after the eaeape of the head. 
•^ Tbejierineum becomes slowly d^atended by the presentiug jiart 
untiHt measures saveral inches in length. 

)CAl each contraction the bead advances, but it recedes again in 
the interval of utero-abdominal effort.y The stretching of the peri- 
neum by the advancing head causes the anuH to gape wideopen aDi] 
expose the anterior wall of the rectum^; The head advances and 
then recedes until the parietal protuberances escape from the vulva, 
wlied it becomea fixed.^ A strong eoatractiun almost immediately 
follows and the head in boru ; the^perineum passing over, first, the 
anterior fontanelle, then the forehead, and lastly, the face of the 
child. itAfter the birth of the head a short interval of rest fol- 
lows, when contractions again come on, and the body of the child 
is expelled, followed by a discharge of liquor amnii mixed with 

How lon^ after the birth of the child is the placenta 
expelled ? 

Usually ill from ten to twenty minutes. ■ 

How is hemorrhage prevented after the detachment of the 
placenta 1 

By the blood becoming clotted in the mouths of the vessels, but 
chiefly by uterine retraction, which causes the muscular fibres of 
the uterus to act as " living ligatures." 

How is the placenta detached aad expelled from the 
nterns ? 

It is detached by uterine retraction , and expelled by uterine 
contractions, assisted by voluntary eflgrtH.. 

y The detachment of the placenta occurs " almost simultaneous in 
all parts." 

Playfair agrees with Duucan that the placenla presents by iti 
edge at the mouth of the uterus, others claim lliat the fietal sur- 
face presents, and that it b f >lded upon itself. Parvin is of the 
opinion that, in all probability, the part which jiresenls depend^ 



npon the part of the uterus te which the placenta waa attached, 
" and upon whether t]\o membraaes are separated before the 
uterine contractions which expel it begin." 

What are the efiects of labor on the mother and fcetua? 

jtfo/Aec^During a uterine contractiun the arterial pressure is 
increased, and the pulse becomes more rapid; in the interval of 
pain the pulse declines again to its normal condition. '^During 
the pains the respirations become slower ; l>ut they become more 
rapid in the intervals. )( As labor advances there is a slight pro- 
gressive rise in the teinperature.^^The urine is increased in amouuC. 
y Vomiting may occur during the first stage ; it has no significance. 
If, however, it occurs during the second stage, and is associated 
irith weak uterinecontracLions and exhaustion, immediate delivery 
i s indica ted. " ~ ' 

In some patients a " slight shivering " occurs at the beginning of 
a ute.dne contraction. lu the intervals of uterine contractions 
patients have a tendency to sleep, this results from fatigue, and 
also from cerebral coagestion 

y/WiM.— There is a slight increase in the rapidity of the fceta! 
heart at the beginningofu uterine contraction; it l)ecomes slower 
during the height of a contraction, and alter the pain passes olf 
it becomes more rapid than normal for a short kugth of time. 
Discharges of urine and meconium are caused by pressure upon 
the^tiis ; a dfscTiarge of meconium is frequent in breech preseo- 
tatioDS. 

Whftt is the duration of labor 1 

~VIn primiparae the average is seventeen hours; in multiparce 
twelve hours. yAs ii rule, the second stage is one-third that of the 
flnt stage. Labor usually begins between the hours of 9 and 12 
o'(^acl; at night, and ends between 9 o'clock in the evening and 



thesi 



n then 



What are the caases of false labor-pains 1 

- Intestinal irritation, rlicunialiani of the uterus, ajid contructiona 
of the uterine aiul abdominal muscles; the first is the roost frequent 
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What IB the diag^nosis of false from true labor-pains ? 
TVhb Fains. Fa'^e Pains. 

^4]^;raionitory B^mptoms of labor. y,No prenioDitory symptoms. 
Begin i^t!ie_kiinbc>-sacriil re: )4Felt at ail papta of the abdo- 
jstenii to the pubes 



/■ 



X Regular 

■\ Increase in sivefify. 
Dilatation'orthp cerv 



X Irregular 

V No effacement. 



No dilatation. 



n Be verity. 



^ Egkcenient of .the dci^. 

Wliat do yon mean by the plastic phenomena of labor ? 

SjThe fatal form-uhangea priKluced in labor, aod dependenl 
lipon presentation and position" (Parvin).Y.The alterations io the 
diameters of the fcetal head hare 
Fig. 34. already been discussed. 

What in the caput sncceda- 
neum' See fig. 34. 
A sn^ljing Myon the preseotiiig 
— o* part ol ihe fffltuB, due to a aero-san- 
goineiius inGltratioD, the result of 
pre^Kure /The infiltration occurs 
upon that portion of the present- 
i ng p ari not subjected to pressure. 
yThe si/e of the tumor depends upon 
the length of tiie labor; "in rapid 
d elnen es it is but little developed. 
The caput succedaneum is violet- 
coloied ; it pits on pressure, but 
does not fluctuate. 
What Ib the situation of the caput snccedanenm is the 
various presentations ? 
Vertex. — L. O. A ., on the posterior and superior angle of the 
right occipital bone. 
B. 0. A., on the posterior and superior angle of Ihe 

left occipital bone. 
L. O. P., on the superior and anterior angle of the 
right occipital bone. 
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E. O. P., on Ihe superiur and Hnterior angle of the left 
occipilal bone. 
Paix. — Fron to -anterior positions, on the superior portion of tlie 
mafar region, and, in Bume caaea, upon the eye. 
Fron to- posterior positions, on the superior portion of the 
malar region and n[>on the aide of the month. 
Breech. — Aa a r ule, ijpun the anterior thigh ; it may also include 

th^ external genitals. 
Shoulder. — Upon the presenting shoulder. 



Mechanism of Labor. 

What do you mean by the mecha nical ph anomena of 
labor? 

■* The ^laaaive m oTSjnenta. gi^ en the fcetua i n its ea pulsioa," 



How many presentatiotu of the fcetus are given T Fig. ; 
Five^.l. The vertex. 

X 2. The face. P'«- 35- 

X3. The breech. 

^C*- The right shoulder. 

X* 5. The left shoulder. 

How many poBitioni are 
given for the yertex. 
fa<<fl> ^1^ breech? 

Foureaeh;'^. Ltftaulerior. 
^2, Bight anterior. 
^3. Right posterior 
)( 4. Left posterior. 

How many poaitious are 

given for each of the 

ahonlders ? 
y Tw o : An anterior and pos- 
lerior position. 




Ili2 EJ3ByriAL3 OF OBSTHrHICS. 

What is meant by presentation 1 See fig. 36. 
"'rhuti [mrL (.f tlip fipi.ii!* whir-h jj) i n reiatjoti witt 



cupiea 1 



' (Parvio); or ''That portion of tlie fetus whicli occupies 
the lower aegment of the uteras " (Lusk). 

What ii meant by position? 

"SC' 'L''^ relation whicli the presenting parts of the fcetua have t« 
certain fixed points of tlie inlet" (Parvin). /These fised pointa 
are the four cardinal points of Capuron; anteriorly, the ilio- 
pectinea) cminencca ; posteriorly, the sacro-ihac joiata. The 
positions of the shoulder have no relation to theae points o n the 

By what methods can the dia^osis of presentation and 
position be made ! 

By abdominal palpati on, auscultation, and vagi nal touch or in- 
diga'tion. 

How is the diagnosis of presentations made by ausculta- 
tion? 

The uterus is divided into four parta by a transrer ae aod a per- 
pendicular line. The former divides the uterus into two "equal 
parts; ttie latfer corresponds with the median line of Ihe abdomen, 
and extendi from the ensiform cartilage to the pubes. As the 
umbilicna is not the same distance above the pubes in all cases, 
the transverse line may or may not pass through it. 

The maximum of intensity of the fictal heart sounds is heard as 

^ Verfex iVifwWttKo/w.— Below the transverse line and to the right 
or lelt of the perpendicular line. 

'^Fhor Praentalioii»-—O a the tranaverge line and to the right or 
left of the perpendicular line. 

yHBreeth /Veeni/a(ii»w,--Above theJriWlsyerBe_line and to the right 
or left "if the perpendicular line. 

•J .Shim/Hrr Prefmlntiotiii.^On Ihe perpendicular line, midway be- 
tween its point of intersection with the trnn^tverse line and the 
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How is the diagnoEiis of positioiis made by auscultation ? 

The maximum of intenaitv of the fetal heart sounds is heard a; 



IjJli^. Midway on a line extending from the left ilio-pectineal 
eminence to the point of intersection of the tranaverse and perpen- 
dicular lines. 

E. O. A. At the aame point on the righ t aide . 

di ng fr om the right sacro-iliac 



R.O,P. Midway o 



joint to the point of intersection of the tranayerae anj^erpeni 

L. O. P. At the same p oint oojhejeft side. 
fhct. 

L. F. A. On the tranaverse J ilie_afld_to_ the ri^ht of the perpen- 
dieular line, 

R. F. A. On the transverse line and to the left of the perpen- 
dicujur line. 

B. F. P. On the tranaverse line and t o the left o f the perpen- 
dicular line, 

L. F. P. On the tran sverse line and to the rjght.pf the perpen- 
djcular lime, 

Breeeh. 

L. 8. A. At a point near the perpendicular line 

tending froinTEe mid dTSUfTaai left'falae rifc to the interaection ol 



the transverse and iierpendicular lines! 

R, S. A. At the same point on the right side. 

R. S. P. On the same line an_d on the aame sjdeaa in R^ A 
huf at a point further from the perpendicular line, 
"L:S.r. Ontheaanieliiie and on the same "aide aa in L. S. A., 
but at a point further^om the perpendicular Hue. 

Shonlder. 

The shoulder presenting and its f>osition cannot be diagnosed 

by auscultation. Auscultation gives only one point of maximum 

intensity, namely, on the perpendicular line midway between its 

point of interaection with the transverae line and the pubes. 



1 



What 18 meant by the lie of the futus ? 
V The relation of the longitudinal axis of the ftEtua with the lon- 
gitudinal asis of the uterus. 

If the longitudinal asia of the fcetua corresponda with the longi- 
' tuSinal axis of the uterus, we know that the presentation is either 
a vertex, face, or breech. On the other hand, if the axia of the 
fcetns is ohlique in its relatf6n~mth the uterus, we know that a 
shoulder is presenting. 

How is the fcetal head recognized by palpation ? 

)i By its heiuK ha rd, [ound, uniform i n shup e. ajiiL more or lees 



How is the breech recognized by palpation t 

X It is felt iia ft prominent hody, broader than th e head ;)( it is less 
round and hard and lacks the same uniform ahape of the head ; it 
is aIbo immovable-^i. e., itcaonot be moved without displacing the 
body of the ffEtus.y Little mobile objects are felt near it, which 
are the lower extremities of the fcetus. 

How is the back recognized by palpation f 

^'It is felt as a resiatiug, expanded muss, whicli connects the head 
with the breech. 

How is the diagnoBiB of presentations made by palpation? 

First tind the lie of the foetus, theu where the head and breech 
arc, and. lastly, diSerentiate, if the head presents, between the 
vertex and face. 

-iVrrfex. — The lie of the fretua is longitudinal; the head is 
in the JowriiJiatESakoLl,''*'^''*^]^^. *"d_thO>SBch.Jnjhejigper 
gart. 

Now with the head in the lower segment of the uterua, and the 
breech in the upper, we have either a presentation of the vertex 
or face. X First find whether the back ia anterior or posterior, and 
then toward which side of the pelvia it poiats.>^ If the back is an- 
terior and (award the lef t we ka ow Uut the position must be left 
tBlfirior.yl If it be a vertex pceoentation, the head will be found 
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occupying the pelvic cavity. Agaitt, the hand will aiok deeper 
into the left aide of the pelvis than into the right J4 the forehead 
being on the right side offers a resistance. Fiirthermore, the 
qccipnt will he found to be continuous with the back tmd not 
aeparated from it by a deep furrow as would be the case in a face 
presentation. 

i Face.^The lie of the fictiis is longiliidinal ; the bead is in the 
lower segment of the uterus, and the breech in the upper part. If 
the back is anterior and toward the left, tlie hand will sink deeper 
into tlie right side of the pelvis, on account of the left aide being 
occtifiea ^^ffl^BRBSu^^^aTn, the head will be found, if labor 
has not begun, above the inlet, not low down and occupyiDg the 
pelvic cavity, as it does in a vertex presentation. In some cases 
the_ inferior majtillary bone may be felt ; it resembles a horseshoe- 
like swelling.^ Furthermore, a deep furrow is felt betwe en the 
occiput and the back of the fcetus.])^ In a, face presentation the 
fcelal heart Bo unds are hc jird on the n i iimsi te side of the per pe n - 
dicular line a nd not on Jhe^ide toward whiclLlUs_U?£k,ia_£re9en(^ 
^ / ing.jifThis ia not so in a vertex or breech preacntation, and this 
' di^reement between palpation and auscultation should suggest 
to the practitioner the existence of a face presentation. 
y^Bnech. — The lie of the Hetns is longitudinal; the breech is 
in the lower segment of the uterus and the head in the upper 
^art. 

The preaenting part js found above the s uperior strait and the 
vity empty ./ Agiiio, the f'etal meniUers areTelt near the 




breech in the lower segment of the uterus, Furthcrmnre, the 
bgad, which is in the upper part of the uterus, ia found to be freely 
mnv8,ble. 

"s^STiouWer.^The lie of the fce^i]9 i j^ ^^Ij jinue ; the head occupies 
one of the iliac fossis while the breech is on t he op posite aide . 
The head is lower than the breech, and the preaenting ahoulder 
is generally in the plane of the inlet. The pelvic cavity is found 
to be empty, as ia alau the case in a face or breech presentation. 
y It ia possible to perform cephalic bal1ottement.y Furthermore, 
the shape of the abdomen is changed, being increased in its 
transverse diameter. ^^The f<Etus is not placed in n transverse 
position^, r., the head does not occupy one iliac fossa, while the 



breech occupira theother. As the length of the fcetua \a greater 
thaa the distance between the iliuc fossie, its position is oblique, 



- How is the diagnosis of positions m ade by palpation ? 

Vb-tex. 
■^ L. O, A. The back is found anterior and toward the left, and 



cTsinks deeper into the left aide of the pelvis than into the 
right. 

B. O. A. The hack ia found anterior and toward the right, and 
thejiand aiuka. ileeper info the right side of the pejvis than into 
t^left. 

E. O. P. The anterior plane of the fcetua ia toward the front of 
the mother, and the fcetal members are readily felt. The resist- 
ance of the body of the fcetus ia felt on the right aide, but more l« 
the right and further back than in a R, O. A. position, y The 
resisting surface felt in the left aide of the body of the fcetus.^Ro- 
tating the woman over on to her left side, the abdomen resting 
upon the bod, we can map out the back of the fuatus, and find that 
it is directed toward the right sacro-iliac joint>^ Again, the hand 
HinkH deeper into the right side of the pelvic cavity than into the 
left. 

>( L, O. P. Ihe anterior plane, of tlie fojtus is toward the front of 
^ he m other, and the fceta! membera are readily felt-^The resist- 
ance of the body of the ftetiis is felt on the left side, but more 
to th e leTtand further back than in a L. 0. A^posit^oif. vThe 
resiettng Burfaee felt is Ihe right_Bide of the bi>dj of the ftetua. 
^ Stating tliewoman over on tQ .JierrigbtaiTUp, the abdomen resting 
upon the bed, we can map out the back of the ffetus, and find that 
H is d ir ected tiiword Uip. left eafiTQ-iliac. joiqt. jLgain, the hand 
a inkg dee per into. tlie_]eft_Bide_pf the pelvic cavity than into the 



yi,. F. A, The back is found anl. 



and tiward the left, and 

the hand sinks deeper jnto the riglit aide of tne pelvic tnvity tfian 



X 



The back is found a 



r A'.fl t iward the right, and 



ital 
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ks deeper i nto the lelt side of the pelvis than into tl 



the hand 
right. 

K F. F. and L. F. P. The diag;noaiB of these positions 
ia the same manner as in R - O, P. w dL. 0. P. positions. 



XL. S. A. The breech ia ii 



ir aegment of the uteriia , with 



the baclc of the fretua anterior an d toward the left aide of the 
mother's pe l vis. 

E. B. A. The breech ia in the lower segment, with the back of 
the foitua anterior and toward the right aide of the mother's 



^,.: 



rs. p. The anterior plane of the fcetua ia toward the mother's 
front, the back toward the right aacro-iliac joint. 

L. S. P. The anterior plane of the fcstua is toward the mother's 
front, the back toward the left aacro-iliac joint. 

In makiog adiagnosisof the posterior poaitions of the breech b y 
palpation the woman should be rotated ti^m Oiie_QCjihe 0tl)9'..piv6t 
so aaTu determine the direction of th e hack. 

L. D. A. The head will be found in the right iliac fosaa, and 
the breech on the~reft side higher up. The back will he anterior. 

R. D. A. TheheaTwi!OIT5un3Tn the left iliac. foasa, arid_the 
breech on the right aide high er up ^The back will be anterior. 

"E. P. P. ThVhead wilTbe found in the r i|;ht iliac fossu , a nd the 
breech_on the_Jeft_ai_de^jii£her__up.yThe anterior plane of the 
fiBtns and its members are found toward the front of the mother, 

L. D. P. Tlie head will be found in the l eft iliac ^sa, and the 
breech on the right side higher up.^i.The anterior plan^ ol' the 
fcetiis and its memberA are found towaril the front of the mqtb^r. 
"TPtEe head ia on the" right" side of the mother's" pelvia, the 
position ia either a L. IX_A. or K. D. P. If the back is anterior 
it is the former, if posterior the latter. Again, if the head ia 
on the left side of the pelvis, the position is either a R. P. A. or 
L^D^P. If the back is anterior it is the former, if j 
latter. 



made by vaginal 



s and fontanelles 



How is the diagnosis t 

toucli or indigation 7 
The diagnoaJH by iiidLKatio ii ia_jiractically a dedcrijjtioiL_uf!_Lhfi 

aMflai-P_ijpntnmy nf tha part. pn-flpntJng 
VfrttX. 

'^Be/or-' LaJitiT. — The finger feels a hard, round body ercloBcd in 
the lower portion of ite uterus. If the lower segment of the uterus 
U thin, the Buturea and fontanellea may be recognized. 
'yfiitring Jjihw. — (a) Before rupture of (he bag qf joafe 'W, ■^Vaginal 
(ouch should be employed in the interval VotweeQ pains. The 
head is felt and recognized by the sutures and fontanellea. y. If the 
head^isliigh up and mov able , pressure upon the hypogaatrium will 
cause it to become fixed und more accesaible./ If indigation be 
employed during a contraction, the si^e and shaiie of the bag of 
waters will assist in tbe diagnosis. 

(b) After Tuplure of the baij of water^.^li the examination be 
made immediately after the rupture 
are easily recognized, ^Ou the other hand, if ihei 
delayed, the formation of the caput auccedaneum will render the 
diagaosis more difficult, -/pnder these circumstances if the finger 
be carried beyond the tumor ou the head, the sutures and fonta- 
nellea may~be felt. 

Fact. 
X Before Rupture of the Bag of Water).— T)^ di^uosis is difficult, 
X E arly in labo r the forehea d may be mistaken for the vertes.)tWe 
f oL'l the anterior fontjtnel le and may mi stake the fro n to-parieta l 
■nture for the aa^i tUu.Jif If it be a vertex presentation, and we take 
the ant«riur foutauelle as the starting-point, and follow the sagittal 
suture piiBteriorlj we lind that it ends at the posterior fontanelle. 
X On the other hand, if the face preaents, the sagittal suture ends at 
therootof the nose and superciliary ridgea. 

Afler Jiiiplure of Ihe Bag of W'llfrt.—The diagnosis is easy. On 
one side of the pelvis we recognize the forehead, a hard, round 
body, also the fro n to -parietal suture, terminating at the anterior 
fontanelle. lielow the forehead are the superciliary ridges, and 
the projection of the eyeballH,V Further wefeel the iiose and_rios- 
trilg , below which is the mouth .^The tongue can he felt, and, in 
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gome cig eai the fcetus »iic1ca the examining fiDger.')^ Below 
lODutli ie felt the chia.S/IC the luembrane-'t have been ruptured 
some time, a face preaentation may be miatakea for a breech, 
cheeka become swell ed, aud a ftirrow forma between them 
mouth becomes round, and the caput auccedaaeum forma. 
vThe nose, however, undei^oes no change, thus preventing an 
error in diagnoaia. 

Before Labor. — The jireaeotlng part cannot be touched by the 
fipger o n accouut of ita lugtLposition in the pelvis, jijln some cases 
by forcing dow n tliefundus of the uteru s tlie bre ech ean be reached, 
but even t hen it^is generally impossible to recognize it. xThe breech 
ia Bofter tlian the head and less uniform in ahapo-X In aome caaea 
the fietal menibera may be felt. 

During Labor. — {a) Be/ore niptare of the membru'iea. The pre- 
aenting part being high up and the bag of watera very large, the 
Benaatioufl imparted to the examining finger are far from clear. 
y On the other hand, the bag of waters being aaua age-shaped and 
the presentation high up would b e i n favor of a breec h preaent a- 
tion, ei,. at le^. attcacLatten tion, 

(b) A/fer nipliire of the memlirnna. )( The breech is recognized 
by being leas round, a nd softer than the head m by the absence of 
fon tan el lea and sutures ; b^ the groove between the butUicka ; the 
anus, the genital organs, and the cflccyx, the latter being the 
w salient point in the diagnosis; the anus always offers a resistance 
to the entrance of the finger, "and the latter upon withdrawal will 
be covered with meconium. ",y If the feet can be touched by the 
Gnger the diagnoaia ia, nf courae, eaaier. 

How oan a foot be distiugiiislied &om a hand? 

Fool. Sand. 

v At a righ t angle to the 1^, la the pro longed KJa^iiLllie 

forear m. 
Ob ealcaneum, ^jalleoli t^ 
The mar>;i nB of une q ual thick - T he margins of equal thick- 

Theto^jHfi iiJajt?i_in_a str aight The thumb is not on the same 



n the I 

The f 



ji straight The thumb ii 
plane as th 
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Ihot Hand. 

't ]he great toa cannot be sep a- T^ lkmnl}_caa_fee_B^parat«d 

r ated fro m the aecogiJ_"aiid from the index finger _and 

brought in conlAct with the brought in contact with the 

other toea. other fingera. 






T he finde rs are long. 



^'.Broad. 

"?'The paieilii in flat. 



yThe leg and thigh a 



How can the knee be dtstrngoiBhed from the elbow 1 

K^iee. Elbow. 

_y Not 80 broad. 
, >The oteuraaon is pointed ; the 
two condyles of the humeraa 
can be felt, 
thick. J The arm and forearm are not 

eo thick. 
■Slioiihlfr. 
Be/ore Rupture of (he Bui/ of Wutcm. — The preseuting part Ib out 
of reach, and the bag of waters very lai^e, rendering the diagnosis 
almost impoBsible. 

A/ler Jliiplure.—The: following are the landmarks: The ribs, 
culled by Pajot the '' intercostal gridiron ; " t he auru mion ; the sca- 
pula and its spine; th^clavicle; and the aiillarycaWty. 

How iB the diagnosis of position made by vagiiial toach or 
indication? 

As position J3 the relation which the preaenUtioii bears to one 
of "the four ca rjjual pjilnia of Capuron, it naturally follows that u 
p oint of refere nce must be selected upon the presentingpart to be 
in relation with one oT the fixed points o_f the ^ervia.%3Tie points 
of reference are as follows; TerteXj_die occiput; face, the fore- 
headi breech, the sacrum. 

Vertex. 

There are four positions of the vertei. If the occiput is placed 
tiiward the left ilio-pecliueal eminence, L.O. A.; if_to the right 
j li o-pecti neaFeni fn c n c e, R, O. A.; if to the right sacroiliac joint, 
R O. PTjlf^ the "Kll sacro-iliac jnifu, L". 0. P~ 

L. O. A. The sagittal suture is in the right oblique diameter ol 
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the pelvis; the anterior fotituaelle is in relation with the right 
aacro-iliac joint; tiie pos terior fontaneUe is directed toward the 



front and left of the pelvi 
i lio-pectineal eminence . 
>C E. 0. A. The Biigittal bi 



n the Itift oblique diameter; the 



anterior fontaneUe ia in relation with the je ftsi 
p getcri or fontaneUe is directed tow ard th e front and right o 
■r t he right ilio 



; a_nd the oi 






B. 0. P. The sagittal suture is in the right oblique diameter : 

,tl)e_Eoate rior fontaneUe is directed toward the b-f cb 

Fright of the pelvia ; and the occiput ia at or near the right 



L.O.P. The sagittal suture is in the leg oblique diameter; the 
anterior fontaneUe ia in relation with the right ilio-pectineal emi- 
nence; theposturior f 9ntjinpllp ia dirtjf tcd toward the back an d 
left of the pelvia; and l;bs.05i-'i|iijt is at or near the left a acfo-ilia c 



There are four poaitione of the face. If the forehead isjiaced 
toward the left Uio- pectineal eminence, L. H'. A.; iTto the right. 



K. F. A. ; if to the right aacro-ilii 
L. F. P. 

L. F. A. The nose gointe toward the right 

therefore, the forehead must be at or near ' 

The chin is toward the right s; 

a the right oblique diameter. 

It. F. A. Th e nose poinls toward the left i 



'.P.; if to the left, 

cro-ih^acjoiot, and, 
3 left iUo-pectineal 
:o- iliac joint. The 



e joint, and, 
the riglit ilio-pectiiieal 
o-iliftc JbiST The (See 



retbre, the forehead must te 
eraineniie.''^The'irhlil ia toward the left 
is in the left oblique diameter. 

E F. P. Thy nose puinta toward the left ilio-pectineal 
aud, therefore, the fort'head must he at or near the right 
joiot. The chin ia toward the left ilio-pectineal emine 
lace ia in the right oblique diameier. 

L. F. P. The nose poiota ttiward the right ilio- pec Lineal 
and, therefore, the forehead must be at or near the left 



jomt,\tThe .^,„ .^ ^.,^. 
lave is inlFe lEft (jbliqui 



chin is toward ttie right ilio-pectineal en 



M.>;The 






There are four poaitions of the breech. If the sacrum ia toward 
the k ft i I i_o- pectineal eminence, L. 6 A.; if to the right ilio-pecti- 
neal eminence, R. 8. A. ;"if to the right 8acri>-Uia<! joint, E. S.P. ; 
if to the left saero- iliac joint, L. 8. P. 

L. 8. A. The coccy x poin ts toward the right sacro-iliac joint; 
therefore, thesncriim is at or near the left ilin-pectioeal eminence. 
Sfhe groove between thejHittocta is in the right oblique diameter 

OPthB juiefr^— 
-i. k. a. X. The coccyx pointa toward the left sacro-iliac joint; 
therefore, the sacrum ia at or near the right ilio-pectineal eminence. 
The grooveTtet ween" the hultocta is in the left oblique diameter. 

K. 8. P. The coccyx poinla toward the left Illo- pec tinea! emi- 
nence : theretrire; "IfiFSTCHi tff fs at or near the right aacro-iliac joint. 
The groove between the buttocks ia in the right oblique diameter. 

L. S. P. The coecyi points toward the, rjght ilio-pectineal emi- 
nence: therefore, tEe Bacrilm"i8^t or near the left sac ro- iliac joint. 
The g roove H etwsen'the "buttocks lalnTtEe left "oblique diameter'. 

Shoulder. 
There are two positions each for the right and ieft should er^-**^' 
^ Sight Shoulder. — If it presonta with the back anterior, E. D. A. ; 
if posterior, R. D. P.)( In the former position the head ia in the 
left iliac fossa and the breech on the opposite side ; in tfie tatter, 
CEe head is in tEe right iUac fossa and the breecTi on the opposite 



J 



side. 

Left Shonldcr. — If it^^r eaeo ta t 
if posterior, L. D. P. In the forn 
ri^ht iliac tosaa and the breech o 
the head ia \a the left iliac fmss 
jidg. 

XS! D. A. First find the aituation of the head. The axillary 

•pace represents an angle with its apex pointing toward the head. 

VThercfore we find the apex of the axilla pointing toward the left 

iide— the position of the bead. VNow if the head ia iu the left 



1 th e bac^ anterior, L. D. A. ; 

^r pusition the head lain the 
a the oppoelte side j( in the latter, 
, and the breech on the opposite 



144 ESSENTIALS OF OBSTETRICS. 

iliac foaaa, we liave one of two positions ; either a R. D. A, or 8 
L. X>. P.X^be position of the back completea the diagDosJH i|( II 
we feei the acspula anterior, we know that the back of the fetus is 
toward _the front of the mother j^in 8^ie_ca9ea_we..iB^. sIso.feeL 
of the V. "^ 



»lB_ ^inOU9 (1 

Xf B. D. P.j^he apex ofthe ajti Ha po inta toward the right aide — 
ihe position of the head. Recognizing the clavicle, we know that 
the anterior plane of the fcetus is toward the front of the mother. 
>l^ L. D. A. The apes of the.aiijla. points toward the right aide — 
^fec Jjoaition of the head. \( Feeling the seapula and posai bly a lao 
th e_apinou8 proceaaca of the verteorie, we know that the back ii 

Ml, D. P, The apex of the aiilla points toward the left aide— 
tne position ofthe hcad.^ KwcogniKiiig the claviHe. we know that 
the anterior plane of the itstus is toward tiie front uf the inotlier. 
If the hand is outside the vnlva, how can we determine 
whether it is the right or left t 

1. Take the hand of the child and shake hands. 

2. If the palm of the hand of the obstetrician and the palm of 
the cold's hand be applied fiat against each other, and the thumbs 
of the two hands touch, t he h anijof the L-hild wilt be left if the 
practitioner i9 usmg liis right; right ifualng his left. 

. Turn the palm of the child's hand up toward the aymphjaif 



B and if the thni 



,pom 



ward the left aide" of the mother, 



fK 



it ulhe^Ieft hand presenting; if to the right, the right hand. 

Charpentier gr¥M~tBb following conclusions: 
■^ "The hand gives ua the ahoulder; the dorsum of the hand, the 
situation ofthe head; the direction ofthe thumb indicates the 
^rection of the back; for when the back is posterior, the thumb 
pointa upward from the aymphysis. > When the back ia anterior, 
\ the thumb is directed downward toward the anus.'' 

Into how many stages is the mechanism of labor divided t 



What are the stages of the mechanism of labor in a vertex 
presentation 1 

1. Stage of flexion. 

2. Stage of descent or engagement. 



3. Stage o f rota jjon. 

4. Stage of extetiBiun. 

6. St«ge of externa! rotation of tlie head ami iDternal nitatinn 
of the tody. 
6. Stage of delivery of thebqdy . 

Describe the mecliaiiisiii of labor in a L, 0. A. position. See 

fig. 37. 
(\(F'ret Stnije.—Fle.eion : This ia practically rotation of the head 
on n transviirae axis ; the chin being pressed against the cheal. 
Before flexion takes place the ocdpi to- frontal diameter ia in rela- 
^on with the right oblique diameter of tiie superior strait and the 
biparietul with the left. After flexion haa occurred, however, the 
suboccipito-hregmatic diameter \a suhatituted for the oi:cipito- 
frontiilj^In other words, a abort diameter takes ttie place of a 
long one; flexion, therefore, is simply a nioTement of aa\imm"da- 
lion.^ The causes of flexion are aa follows : Firat, it is sim ply an 
exaggera tion of the natural positioa of the f<etua {attitude)(l Second, 
t^e^reasure from below acta with more power upon the forehead 
tban it does upon the occiput, on account of the distance of the 
former from the occipital foramen being greater than the latter. 
In other words, the head represents a lever, having arms of un- 
equal lengths; pressure ffomTBelow" caTiaea the long arm— the 
forehead— to ascend, while the short arm — the o cciput — desi'enda. 
Third.>-''If a propulsive force be exercised centrariy "upon a 
mobile, and there be resisting forces not directly oppoaite to each 
other, but at different levels, rotation of the mobile occurs." Thia 
law of mechanica haa been advanced as assisting flexion. 
\f dr-coTul Stage. — Deecent: The descent of the head is brought 
ahoutby uterine cont ractions , assisted by the action ofthe^ahdom- 
inal mu9c1cs7ii( Tbe head enters" the peT yirinthe axis of Jhe inlet, 
aniTcontinues in thia direction until the curve of the sacrum and 
t|ie jjoivii; fl*jr change ita courae. 

j( Levelling, which is a partial extension of the he^, occurring 
when the occiput ia at the lower border of the ischio-pubic fora- 
men, and the bregma near the second sacral bone, takes place 
according to some authoriiies.>qTt is, however, of no importance 
in the mechanism of labor. 
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y^Third Stage. — Rotation .-tThia moveraept of the head brings the 
occiput directly in front . The suBoccipito-bregmatic diameter is 
riow in relation with the longraT iTTameter of Ihe" outlet (antero- 
pOHterior), and the bi-garletal witlitho tranaverae. While thehead 
i a underg oing this change of position, (otation of the body of the 
f eetua also occurs. 

AutEoritlea 5o not agree aa_to the causes oF the phcDoraenon of 
rotatio n. The following are the eiplanations given ; 1. The law 
of meohanics, already referred to aa explaining rotation on a trans- 
verse axis" (flexion). 2. Pajot'slawofaccomtuodatioii. 3. Forces 
acting on a lever having arms of iine<|Ual lengths. The short arm 
— the occiput — movea toward the front, the point of leiist resist- 
ance.^ 4. The direction given the occiput by the inclined planes 
of the pelvis. 

if Fourth Stage. — Exlnaioii ; Flexion of the head continues until 
Ihe occiput is engaged between the rami of the pubes. jf^The nape 
of the neck now becomes fixed against the subpubic ligament ; the 
chin gradually leaves the chegt, utid the hciid ia bora in a. state of 
extension. ^During this stuge the shoulders tie in the transverse 
dianiet«>r. The exteusion of the head is the resultant of two forces 



y — t he uterine contrac tions aij d the action of the 



scle8_o_f__aie 
eiput unable to udvanfe further, the uterine 
force causes the chin to leave the chest and pushes the forehead 
beyond the apex of the sacrum; the perineum the n drives the 
(ICC i pi to -frontal diameter forward. When the bi-jiaricia! diameter 
hna passed the vulva, the perineum retracts and gliding over the 
face pushes the occiput upward against the symphysis pubis. 
y/IflA Stagt.— Extfnuil rotation of the, head andjnjeniatrolitlim 
' Iht Imdff.-^^her tne expulsion of the head it drops down 



0/ Iht bodff .j 
toWirf'llie 1 



1 region, and a contraction of the uterus coming 
iin, the occiput makes a quarter rotation toward the thigh corre- 
sponding to the side of the pelvia in which it was originally sitn- 
ftWd.-X'^^ ''''^ siune time, rotation of the body occurs, bringing the 
shoulders in relation with tiie longest diameter of the outk't 
(anlero-poalcriorj.')^ Bestitutio n ia a rotation of the head occurring 
imme>1iulely alter i ta exp ulsion. >t It is due to the body failing to 
rotalc along wStli the heaJ during the third stii^e. 
Sixlh Stage. — Exptdtion of Ihe bodg: Uterine action conU 
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the anteriur shoulder posses out UDder the pubic arch, and the 
upper part of the arm hecomea fixed lit the subpubic ligament. 
Tiie posterior shoulder sweeps over the sacrum and pelvic floorf 
causing a strong lateral flexion of the body .J(^Final!y, the shoulder 
ia born, followed by the arm, ajid then the anterior arm is deliv- 
ered. The delivery of the trunk rapidly follows, describing a 
spiral movement aa it passes out. The same mechanism occurs 
as in the birth of the shoulders if the hljis are large. 

Describe the mechaiuHm of labor in a E. 0. A. position. 

Tlie mechanism is the same as in a L. O. A. position already de- 

Sesoribe the mechanism of labor in a R. 0. F. and L. 0. F. 
position. 

The mechanism is, in almost all cases, the same as in the anterior 
positiouM of the vertex. The occiput, as is the rule in anterior posi- 
tions, rotates anteriorly, (he nape of the neck coming under the 
sympbyiiis pub ia-V-A gain, restitution is more fretjuent in posterior 
positions. The anterior rotation of the occiput is due to the fact 
that it id acted upon by forces which cause it to rotate anteriorly 
in the direction of least resistance ; this is the application of the 
siime law of mechanics referred to as assisting rotation in anterior 

What is the mechanism of labor if the occiput fails to 
rotate anteriorly ? 

The occiput rotates into the sacral cavity, and descends in the 
B of the pelvis. It swee|)B over the pelvic flour and escapes 
through the vulva, the neck resting upon the perineum. The 
bead is then born by extension. yThe completion of labor is then 
effected by tlie same mechanism that occurs in an anterior rota- 
^on. Cases are on record, the head being small, of the presenta- 
tion being changed into a face at the outlet./The chin, under 
these circumstances, comes under the symphysis pubis and is born 
first, whije the head is delivered by fiexion.X These case's 
tremely 




J 
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What are the stages of the mechanism of labor in a face 
presentation? . . . 

. Slago of .Menrap.-^ -r^^^'-i^-g ■) «"/ - 

>. Stage of dracent. . — . jC/j.rf— 

.. Stage of rotatioii.it •"f*5?T^T * ' '' ' ""^ ' 't^ ' 
. Stage of ffexion. ^ .r««T2tVv[i--*- 

'. Stage of eilernal rotation of the head anil internal rotation 
f the body. 
J y 6. Stage of delivery of the body. 

SeBcribe the mechanism of labor in a L. F. A. position. See 

fig. as. 

Pint Stage. — Extention : Tlie object of complete extension is to 
HUbatitute the fronto-menta! diameter for the mento-bregmatic ; 
in other words, the process is one of mvomiiwdiifion./^ Complete 
extension is due to the fact that the arms of the face lever are of 
unei|ual lengths, hence the face being driven down from above 
meets with resiatauee, causing the forehead to ascend, while the 
chin deHeends.;^ Again, the original position of partial extension 
necessarily favors complete d effect iou. 

Secimil S/'iije. — De^mit: This ha.i been fiillj explained in the 
deacription-of the cnrreaponding phenomenon in a vertex presen- 

Third Stage. — Rotation: The lihin rotate s an teriorly and comes 
■under the symphysis pubis, while the forehead is in relation witE 
the sacrum. The forehead rotates posteriorly, because the frontal 
anus of the face lever being longer meet with greater resistance 
anteriorly. Again, Iho forehead presenting a large surface finds 
more room in the sacral cavity. 

Fo'trih Stage. — Delivery of thu head bg flexion : The chin escajies 
:and the throat pivots under the symphysis pubis. The chin is now 
pushed up over the pnbic joint, while the face, and, finally, the 
■occiputj is bora, escaping over the peri neum.y After the birth of 
the occiput the head sinks toward the anal opening. 

F\flh Sliige. — Exlenml rofation of the head and iTiternal rotation 
■of the body: The mechanism is the same as in a delivery of the 
Tertex. jt' T^ forehead, or the chin, aiwayatumatoward that 
^gh corresponding with tLe side oTthepelyis which \t occju{ued>" 
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Sixth Sfaffr.—De/irenj of Ih^. h-dy: The mechanism is Ihe same 
tiB Id vertex delivery. 

What are the anomalies in the mechanism of labor in pre- 
sentations of the face ? 
j^ In^^ormal lueuhitniam, the chin alwtus rota Uis aut«riofly. in 
hoth anterio r and posterior positions. 

The following are the jinomaiies in mechanism. 
y 1. Exlemion of {he JTe'iil mnij 6« only Partiat, the Fin-ehrml Pre- 
senting. — Then, one of two conditions, as a rule, results. Either 
fl exion oc curs and the vertex preaenia, or extension becomes com- 
plete, and the face olfera ; the latter is the mure frequent. 
V2. Jfte J'ilre may be Delivered in the TVanstfrse Piameler. — This 
IB possible in a rachitic pelvis, which is shallow, flattened in the 
antero-posterior at the inlet, and wide between the ischia. 
■^3. The Chin may Botale into IheSacral CJH^iilj/. y Spon ta n eons de- 
livery is impracticable under these circumstances at lull ferm with 
a normal pelvia.^ For the hend to be delivered the c hj" must rest 
up on the anteri or mar gin of the per ineum. Bat the distance from 
the lip of the chin to the stemo-davicular articulation is much 
less than the length of the sacral wall; hence, as the pelvic cavity 
is already occupied by the head, the body of the fmtua ia. prevented 
from descending ; therefore, delivery eannot take plaue. 

What are the stages of the mechanism of labor in a pelric 

presentation ? See fig. 39. 
y I. Stage of eorapresaioti, or moulding, 
y 2- Stage of descent. 
y 3. Stage of rotation. 
M 4. Stage of d.elivery of the body. 

/$ 6. Stage of external rotation of the body and internal rotation 
of the head. 
y 6. Delivery of the head. 

Describe the mechanism of labor in a L. S. A. position. 

The first two stages need no explanation beyond what has 
already been given. 

Third Singe.— Rntatiim : The anterior hip rotates forward under 
^e pubic arch, while the bislrochanCeric diameter ia brought in 
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relation with the antero-posterior diameter of the pelvii;^ oulkt. 
% During this more.inent of the hijjs th.e tody of the fcetiis &lso 
'^ rotates. 

Nj/feuf/A Stage. — Delivery qf tlie trunk: The anterior hip pivots 
againat the gubpuhic ligament , while the posterior hip paaaea over 
the porloeuin and ia born.yThe anterior ahoolder now beeoinea 
ITxed at tho puEiii arcti, wtile t he poHterior shoulder ia Jelivcr eJ 
Uret, liy passing over the perineum. ")( During this stage of the 
ineehnnieni the upper eEtremJtiea remain closely pressed upon the 

i'Tftk iStage. — External and internal rotation : The occiput now 
rotates behind the symphyaia pubis, whilo the Jace turns toward 
the Huiirum. 

I'Uxlh Sliitje. — Delivery 0/ Ike hrad: The nucha pivote upon the 
BUbpubic ligament, whjie -t he head . ia born s trongly flexed-XThe 
cbiii_ i^ jelive/edA^i followed, finally, by the occiput. 
What are the anomalies of the mechaniBm of labor in 

peMo presentatioDs ? 
~yi. Tho niont iMmcnoo irregularity in the inechauisui ia the rotation 
of t he ocoij>»t i nto the satTal cavity.^Themechttnism now de- 
penils upon .ffhetlier"ttn! head remains flexed or becomes esteii3ed. 
In the Ibrmer ease, the nape of the neck presses ogainat the ante- 
rior I'Jge of the perineum and the head is horn by flexion, the 
occiput imsaiug out last, the bavk of the child bein;; directed 
toward Ihe hack of tho mother. In the latter ca.'<e, however, the 
chin rumains above the pubic symphysis, and the throat rests 
f»j[ainaT0lff"9iibpnbt(niga~meht. TEe E^d bfing born extended. 
the occiput pasaes out first, followed, flually, by the face. The 
iibdomen of the child is directed toward the abdomen of the 

In how many ways may spontaneous delivery occur in 
shoulder presentBtions ? 
Three. vi«. : 
>fl. The ftetlis is born iloubled; this can only occur when it ia 
very small. 

)f S. Spnntanmus version ; tliis may be either cephal ic or peljjf. 
_^8. Spontanwiua evolution. 



What are the stages of the mechanism of lahor in sponta- 
neons evolution? ^ee ligs. io, 41, 42, 43, mid 44. 

1. Stage of compreaaion. 

2. Stage of Sescent. 

3. Stage of rotation of the shoulder. 

4. Stage of delivery of the trunk. 

5. Stage of external rotation of the trunk, and internal rotation 
of the head. 

6. Stage of delivery of the head. 
Describe the mechanism of labor. 

The firat two stages need no further description. 

TTiinl StaffC. — Rotation: The j)resentatory shoulder rotates ante- 
riorly, and becomes fixed under the symphysis; the arm protruding 
from the va^pa. 

Fburlh Stage. — Delivery of the body: " The anterior shoulder re- 
maining fix ed under the symphysis puhis and appearing first, 
the uterine contractionB"Rffce'tLe* posterior shoulder {and the rest 
of the foatus) from above downward, making it, in its deaeent, 
sweep along the posterior wall of the exi:avation. At last, urged 
on by the contractions, it diat«nds the perineum, passes the poste- 
rior commissure, and is followed by the axilla, the thorax, the hips, 
the breecb ; and then the shoulder Hxed under the aymphysia ia 
disengaged in its turn, while the head remains in the uterus to the 
last." 

fyjh and Sj^lh Stages. — These are the same as in breech de- 
liveries. 
Shonld a presentation of the shoulder be left to Nature f 

Nil The delivery of the ficlus must always be accomplished 
by art. ' " .^^ 

Management of Labor. 



What agents are usually employed to produce general 

anaesthesia in labor? 
Ether, chlnrofomi, chiortii, ami morpliia. 

What are the indications for anaesthesia in labor ? 

Ethrr and CAferq/orai,— I'aiii is the Biiecial iivdi'iW.vift WJ^a 
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Flo. 43. 




administration of an anresthetic in labor. As a rule, it ahouW be 
used in the aecond stage ; however, iu primipars it is ofleu given 
in the first Htugc, when the cervix dilates sluwly associated with 
g^reat eulfering. The anesthetic should not be given coiitiouously; 
it should be used onl^ during a pain; it should not be pushed 
to_the extent of "surgiealj but obatetrio anteathraia," but during 
t he d elivery of the head it should be carried to complete insensi- 
Mity, 

V Ether should be used iu preference to chloroform ; the latter is 
Dn9Ble7~as it acts upon the motor ganglia of the heurt and pro- 
Snces sudden heart failure. V Again, the effect of chloroform is to 
relas the uterus, causing a cessation of labor pains, and rendering 
the danger of post-partum hemorrhage greater.VjjUsk. and others, 
hold that labor doea not give an "absolute immunity" from the 
dangers of chlorofonn; Parvin, on the other hand, teaches that 
tile freedom from danger is '' almost complete." ■ 

Chloral. — This drug is eapeciaUy indicated in the first stage of 
labor. It should be used when the pains cause acute suffering 
with but little tendency toward dilatatitm of the cervix.Vffo 
remedy equals it in its action in a caaeof rigid, uudilatabie cervix. 
Used for acute suffermg, or for the condition just stated, it should 
be given in fifleen-grain doses every twenty minutes, until three 
doaes have been adminidtered ; in some cases it may be necessary 
to give an additional dose in an hour afler the lost is taken. The 
dnig should b^ given per rectum in the yelk of an e^ ajid six 
ounces of miik. The action of chloral does not interfere with the 
BubsH Hient use of ether or chloroform, but rather t«nd8 to increase 
lhe[r efTiciency.!^ Chloral does not relas the uterus. 

Morphia.— Tb.\& drug is seldom used in a phy giolo|ipnitl )fthnr. 
Whea indicated it should be given hypudermatically. 

Preliminary PreparEittoDB. 

What article! should be carried by the obstetTician? 
X A ate lho3cope;>i.a hypodermatic »yringe;.^^a pair of obstetric 
forcep s, should the patient live at a distance; an elastic catheter ; 
V needles, needle-holder, and dressing-forceps; sutures (silk, catgut, 
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ailk-worm giit, or silverwire) ; a aolutioii of mnrphi.i 

extract of ergot; and the perehloride of iron. 

What articles Bhoald be provided at the house of the 

patient I 
^ A fountain syringe ; an antiseptic solution IE. — Hyiirarg. thior. 
cor. 3j, alcohol fJj.^M. Sig, Teaapoonful added to a quart of 
water equals 1 part to 2000); sulphuric ether; a ha!f-<Iozen pow- 
ders of chloral, each containing 10 grains; altaorbent cottiin; and 
a ligature for the cord.Jf Hot and cold water, brandy, and ice, 
ahould be feept in readineaa.y One word in reference to the foun- 
tain ayriuge and hot water: these are of absolute importance, and 
when needed must be had oo the inatant.X^o physician ahould 
attend a. case of obstetrics without having hot water and a syringe 
at hand to control post-partum hemorrhage; and furthermore, 
antiseptic meaaures cannot be thoroughly carried out without the 
latter article. 

How should the bed be prepared t 

VThe bed should be placed ho as to allow access from both aides, 
upon it placcahair.niattress, or one made of some firm material; 
then spread a rubber cloth over the lower portion of the niiittress 
to protect it, and over this place a comforter or blanket. Over the 
comforter spread a folded sheet, and over the upper part of the 
mattress place another sheet folded once upon itself. After Tabor 
remove the rubber cloth and everything upon it, and then bring 
down completely over the mattress tbe lower half of the npper 

How should the patient's clothing he arranged for delivery ? 

The night dreas or chemise should be raised tipon the hips, and 
a sheet folded once secured to it by means of safety pins. Afler 
delivery remoce the sheet, and bring the chemise down over the 
hipe and limbs. 

PlTBt Stage. 

What LB the management of the first stage of labor ? 

i^ilion of the Pnlieiil.^^he pati^ent should not lie down in bed, 
as ibe dilatation of the cervTs and the deacent of the bead into Ihc 
pelvia are favored by the upright or sittiSg posture. 
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yi^^Bladder and 5ec/uin.)t-She ahould pasa her urine frequently ; if 
there be retentiou, the el^istic catheter should be uaed^ If the 
r ectu m, at the time of making a vaginal examination, ia found to 
contain feces, it should be at once emptied with an enema of 
soap and water. 

/,'Fbod and ZJcini-X-Parvia "dxisrajheuse of simple food if it be 
required. She should drink cold water; hot teas and alcoholic 
drinks, he holds, ought to be forbidden. Playfafr, on the other 
hand, advises beef-tea to be freely given, and, if the patient be 
weak, the occasional use of brandy and water. 
■y Fayino/ Exammadimf. — An examination should be made every 
hour to ascertain the progress of Ihe labor. 

^Membraitet. — If spontaneous rupture of the membranes does not 
occur as soon as the cervix is fully dilated, they should be arti- 
ficially broken.^This may be readily done with the end of a hair- 
pin pressed against the amniotic.pouch during a contraction of the 
uteru s ; ox, the nail of the index finger may be nicked in one or 
two places and witli a saw-like motion the membranes ruptured 
during a pain. 

Bilalation of the Or'v'a-.— The dilatation of the cerviic should be 
left to nature. ^Any artificial interference with this process ia un- 
justifiable in normal labor, and iacreajiea the dangers of septic 
iDfectioii. 

^Allendanee of the /'Aygieion. — During this stage the obstetrician 
should not remain constantly with the patient. 

Seoond Stagre. 

What ia the management of the second stage of labor? 

PntUion of the I'ti/ieiit^i^The patient shuuld be in bed daring , 
the entire time. Before the head has reached the floor of the pet ;^ 

vis the patient should, during a pain, sit up in bed, with h 

fixed and her hands pulling upon a sheet attached to the lower 
twt of the bed, or she should take hold of the hands of the n 
'^^t the time of delivery she should assume Ihe lefl lateral position. 
This position lessens the danger of rupturing the perineum, and 
enables the obstetrician to make uuch manipulations as maybe 
necessary. 



^ 
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Vaginal £t-ain.Hia(wra». ^ Immediately after the rupture of the 
membranes an examiaatioa should be made per vagiaam to deter- 
mine the increase in the descent of the head, to verify tie diag- 
n^sis of presentation and position, and to ascertain whetlier any 
CQm plication a esist. 

X During this stage the exaininationa must be more frequent, so 
that the position of the presenting part may be known from time 
to tirae.^f the head reaiaias stationary for two hours at the peri- 
nef^ floor, labor should be terminated by art. 

Omdilioa of Ike CervU. — Artilicial dilaGtion, as a rule, should 
not be attempted. ylf the cervix be directed backward and to the 
side, hook the fingers into it in the interval of a pain, and draw it 
toward the centre of the parturient-i^nal.y Pccasionally the ante- 
rior lip of the cervix becomes impacted between the head and the 
pubes, in which case it becomes swollen, retarding the prioress of 
labor.^To overcome this condition preas up the anterior lip, in 
the interval of a pain, with two fingers, and hold it above the head 
when the following uterine contractioo comes on. It may be 
necessary to repeat this manipulation. 

Managemeni of the Vo/unlnn/ Searing-down Efforts. — Ifthe pains 
are Hlrong, and the progress of laljor rapid, voluntary efforts cer- 
tainly do no harm. 'J The patient should bear down only during 
a pain.X,Wtaen the head dutends the perineum all voluntary eSbrt 
should stop, and the patient told to " cry out,'' otherwiae the sud- 
den t ension upon the perineum may cause a laceration, 
/When the labor is slow, hearing-down etforta should be dis- 
couraged, aa they only unnecessarily tire the pati en t.V During 
the first stage of labor voluntary efforts are not only ifseless but 
iujurious. 

Food, Drink, Bcclum. and BMder.— The patient will, as a rule, 
require but little food, and what is given should be in small quan- 
tities and simple.ACold water will be all that Is needed in the way 
of drink. y,The patient's face and hands should, from time to lime, 
be bathed with cold water. 

OThe rectum and bladder must be emptied, >The patient often 
express^ a wish to empty the bowels during thia stage. This 
desire, hoirever, in caused lij^ine^uJSJjltlie a<liaacin£ b^eiul 
upon the rectum. 




Preparation for DeJivery. — The follo wipg articlea should be i: 
r eadin eaa : a Tountain syringe, hot and co.ld w^t, scissors, ajiga 
t ure for t ha cord, and braadj or whiskey. 

Preiemation oj ilie Perineum. See fig. 45. 

The position of the patient sb otild h e upon^ thg aide ; the knees 
drawn ii|t^ toward the abdomen, and a tbltled |3Jllow placed between 
thgH, I f the volu iitiiry beari ng-do wn eflbrte cannot be controlled, 
give an aiiasthetic. If the perineum is not sufEcieutly relaxed to 
allow. 1 he escape of the head without proiluiing a tear, the latter 
nhould be retarded in its exit by direct p ressure. > (. To accomplish 
i|U, pass tlie" left hand IIVyF IBy nglll LLigli'oT th'epatient. and 
with the thumb on the occiput and the fingers on the anteriur 
part of the foatal head, hold it back during uterine contractions. 

Fio. 45. 




Bnpivrtof tlio parlDeitJD. 

At tilt' HajaflJiiine s upport the p erineu m with the right hand so 
placed that the fold between the thumb and ijiHex linger is iit rela- 
tioiTwitli its 1 Ulterior edge, the thu mb bein g upou the right while 
t he fing cra are upon^lhe leii aide^ Hate moderalo pressure during 
a puiu in the direction of Uie symphysis. 

GofiiiBll advinen introducing one or two fingers into thi- nvliim 
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and pulling the perineum forward toward 'he8jr5]__ 
tKumB'art'he same time m&£iiig pressure on tnV bend si 
tard its progress. Playfsir'a method ia as follows: '' If, when the 
head ia distending the perineum greatly, the thumb and foreliager 
of the right hand are placed along its aides, it can be pushed 
gently forward over the head at the height of the pain, while the 
tipB of the fingers may at the same time press upon the advanciiig 
\u tes so as to retard ils pr igress if advisable.'^ I.usk claims by 
drawing the dun downisard through the rectum until the peri- 
neum IS distended by the head, and then allowing recession to. 
take pla:.e that manv cases of rigidity can be overcome, and 
^eliMrj effected without rupture, the head being born in the 
interval of pain 

^~^Eptsioiiimy the term applied to the operation of making in - 
cismns into the periuium h Jiistiliable when a rupture seems 
inevitable The incisnna should be latenil, one on eacli side of 
the (.entral raph^ The operation should be done during a pain, at 
the same time guarding against, the euddeii delivciy.pf.the head. 
LusIl claims th it epiBintoin> is " eguentially the operation of young 
practitioners Be that as it may, there is no doubt of the fact 
that the necessity for the operation is rarely if ever met with. 
X BiHh of the body.H When the head ie exiielled it should be held 
in the right hand, whilethe other hand, pj^aced upon the abdomen, 
follows down the uterus as it descends and forces out the body. 
If the cord is coiled around the neck it should be managed as 
follows^ Enlarge the loop, and draw the cord over the child's 
head, oi' deliver (he shoulders and body ibroiigh the loop ; if these 
means fail, divide tbe_cord and ligale each end.yPuriiig the 
delivery of the shoulders suppo rt the [lerineu niJB Usually afier 
some little delay, the ahouTddl^ are delivered. Tlieir expulsion 
shoufd be left to uterine contractions which may be sirenglheniid, 
by friction over the fundus with the left hand. The most comnioii 
cause for delay in delivery ia an arrest of the anterior shouli)^ 
beneath the symphysis^ To liberate the ahoulder make traction 
directly downward with the hands placed on the sides of the head ; 
it may also be necessary to assist the expulsion of the posterior 
shoulder by directing the head up toward tlie symphysis, at the 
wimc time mating slight traction. After the aliouldcrs are de- 
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livered the body U rap idly exgelled; if, however, there be any 
delay. gn^P ^le thurax with the hands and make gentle traction, 
y Gire of the f'Aiif.— Place the child near the side of the hed 
anay from the motber'a d.iacharge3 ; care being taken not to drag 
upon the cord. If respiration does^not oecur, clear the mucna 
Irom the throat and mouth with the fliiger, and place the child in 
a_baain of hot water , leaving the^ chwt esgoaed, and then dsab 
cola wat er upon it^ntH the breathing is eBtabli^ffed.yAnother 
good plan 19" aimpty to rub spirita of camphor over the chest. 
yAfter the cord has been tied thB^thild^bouljUje handed to the 

ye Tijing ike Cord. — Ti^ the cord "when the child breathes freely 
and the pulsations lessen in force, ">4ln tying use a few strands of 
cotton thread ; use two ligatures, one " about three fingers' breadth 
from the umbilicus," the other " at a diatanee of two inches from 
the first ligatm'e and toward the placenta." Before handing the 
child to the n urs e always examine the cut surface of the cord to 
see i f the ligature controls the vesseld.xL.me ligation of the cord 
is advised by some authorities. In lute ligation the curd h not tied 
until the pulsations cease entirely. The advantages of this plan 
are that the child receives more blood than in early ligation, and 
that it loses less weight during the first week following birth. 
yj.ate ligation ie especially indicated in children who are born 
prematurely, or who are badly nourished, 

Third, or Placental Stage. 

What is the management of the tMrd stage of labor 1 

yCare iif t!ie M"ll',r.~l\ie paliciit should lie placed upon her 
back after the delivery ol' the child. ;fl Imnicd lately after th e bUth 
the nurse should place her band over the uterus and keep it there 
until the obstetrician is ready to attend to the delivery of the 
placenta. 

'■^Placental Delireiy.-~T\ie indjcaUons in the management of the 
third stage of labor ar e, to assist in the dejivery of the placenta, to 
keep up uterine contractTbna, unB'to prevent heraorrha£e. 

Credo's methotTla lbeplanjis9aDyenipl9yeil.toeflect_eipri)a9ioii 
rfth e placenta. TTconsiste in making at first gentle and tUea 
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Stronger frictions over the fundus and body of the uterus through 
tEe'abdomnial wall. During a uterine contraction the hand grasps 
the uteruB, with thefiindua re-ating^n the palm, wliile the aidea 
are compressed between the fingera and thumb, at the saiiie time 
making modCTate pressure in a downward direction.sj The espul- 
aion of the placenta from the uterua ia generally effected afttr 
three oj; four uterine contractions. wAfter the placenta has boen 
expelled into the vagina, tractiotr may be made upon the cord, 
and extraction slowly accomplished, at the same time keeping up 
pressure lipon the fundus of the nterua.)( Aa the placenta ie with- 
drawn from the vagina, Lusk and Plityfair advise that it should 
be revolved so aa to twiat the membranes into a rope./ Pa r via, 
however, teaches that this manceuvre is not neceasary, as there is 
no danger o_f any part of the membranes being torn off if the pla- 
centa be gradually removed. ^(A-fter the placenta hoabeen delivered 
the obstetriciAR should examine itB uterine aur face to be sure that 
no portiorhasjieenfeft in the cavity of tli,ejiteru». 

AtlminUtraiion of Err/ol, — After the placenta has been delivered 
give (be patient half a drachm or more of the fluid extract of ergot. 
^Applifxiiion of the Binder. — The hinder ahould be wide enough 
tu extend from the ensiform cartilage to the trochanters. It should 
be pinned securely with safetj-pins; the pinning either begun 
above or below. Unbleached muslin mukea a very good bandage. 
In cose it is necessary to use compreaaion over the uterus, the fol- 
lowing plan should be adopted: "Make three firm rolla rather 
thicker than the wriat, of aa many towela; then place one of them 
transversely just above the uterua and the other two at its aidea, 
aud let tlie bandage be pinned firmly over them." 

How Bhonld the cord be treated 1 

Cut off the cord at the point where it is ligated, and aquee7« out 
Wharton's jelly, and then apply a new ligature; Then dust over 
the cord some iodoform or salicylic acid, and secure It by a few 
turns of a mualin bandage. Luak simply wraps the cord in abaor- 
licnt cott*m and places it on the left side, where it ia retained in 
\iUce by the binder. 

Describe the method of washing the child. 
■ The vcriiis case^aa should be softened and removed with tba 
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yelk of an egg or some oily substance, such as lard, cflseline, 
Bweet oil, etc. y The bath should be about 98°; a fine soap 
should be used to cleanse the child, as the more <;oniinon article 
is apt to irritate the skia.*^ Aller bathing, the child should be 
gently dried, and the " belly-band" applied. 

Wbat precantionB shoald be taken in the application of 
the "belly-band"? 
The bandage arolind tbe body of the child should be loose when 
first ap[)lied; if this precaution is not taken, it may become too 
tight in the course of a few hours, on.accoiint of the increase in 
thejulm onary capacity. 

Asphyxia Neonatorum. 

How muiy forms of asphyxia oconil 

Two ; a sphyxia liv ida and pallida. 

What are the symptoms of asphyxia lividaT 

Tlie surface of the child ia cyanotic; the face is swollen and of a 
dusky hue ; tjie conjuncti va i a injected, and the eyeballs protrude. 
y '['he muscles are somewhat rigid, and the pulsations in the cord are 
strong an d alow.y Irritation of the skin causes reflex movements. 
What are the symptoms of asphyxia pallida T 

The skin ia aniemic ; the surface cold ; tlie muscular .system is 
relaxe d . and the eitremiliea and lower jaw hang loosely down; 
irritation of the skin is nut followed by reflex movements. The 
pulaatinna in the cord are almost imperceptible. 
What is the treatment in asphyxia pallida ? 
vlfl tliia form of aaphyaja the child requires all the blood it can 
get; to aceompliah this object press the blood from the cord toward 
t!ie umbilicus.^ Next tie the cord and cut it.-)(The first step toward 
resuscitation is to remove any mucus or Quid which may have 
collected in the air-pasaagcs.'i^Fnr this purpose the little finger 
answers very well. Lusk advieea tlic removal of the fluid by aspi- 
ration with an elastic catheter (No. 6 or 8) passed through the 
gloUin. After the air-passages have been cleared of fl 
the child in a basin oTTiot water and dttah cold W 
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epigastrium. M Then remove the child from the bath and make 
(net ion over the^chest, apine, and the aoJea of the feet.^ If 
means fail, ai^er trying them for ten minutce, resort to artificial 
respiration. 

What is the treatment in asphyxia livida? 

^ Cut the cord and allow two or three rtraclima of blood to escape 
before tying. )( The methods already described in the treatment of 
asphyxia pallida abnuld be tried before reporting to artilicial 
respiration. 

What are the methods of performing artificial respirationT 
1. Sil veste r's method; '1. Schultze'a method; 3. Insufflation 
through a tube ; 4. Mo uth-t«- mouth insnfflation. 

Describe these methods. See tigs. 46 and 47. 

SilveMer's Method. — The child is placed upon its hack with the 
shoulders slightly raiae3. It should be wrapped in warm clothing, 
now ffasp ihe arras above the elbows and bring them quickly;^p- 
ward by the sides of the head, at the same tfme everting them^ 
tEea Bring Ihem down" again against the aides of the cheat aai^ 
malte firm presaure. These niovementa should be repeated at.iR- 
ter^a correa) ion ding with normal respirations. ' f '\i^ ^^ • 

' •' ixniillzc'e'ifelhoil. — The accoucheur, standing with the b otly 
slightly beut forward, the legs moderately separated, the arms ex- 
tended toward the ground, seizes the infant by the index fiugera 
passed from behind forward into the axilla. The thumbs reat 
gently over the clavicles, and .the_ieinaining fingers are"^plied 
against the posterior aurSce of the clavicle in the direction fiom.,. 
above downward. 

''Thelnftmt'shead is supported againat the wrists. This poaition. 
ia thatof inapiration^Fig. ^, The accoucheur, thus holding it, 
suddenly throws the infant forward and upward. When the ac- 
coue^ur's arms are a trifle above the horizontal line, the motion is 
gently stopped, so aa not to jerk the child, and the foetal lumbar 
spine is fiexed, the abdomen iieing forcibly compressed by the 
weight of the pelvic extremity (Fig. 'f)? . . . The position of the 
child ia now gently changed to that which it occupied at the 
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Insu^lion ikrouffh a Tube. — The best Jpatninient to_ U9e is 
Dcpaul'B modification of Cliausaier'a tube. First clear the air- 
pB^gea of mucuB and then guide the tube ioto the larynx by the 
Sofiie r. Beioro blowing iato the tu&e the noBtrila must be closed 
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s,aA the mouth presaed arouud the-inatruinent. It isufll ate from teu 
to^ftfteeti-tiiJies ft minute, using " some force ."y Expiration is rein- 
stated by presaing upon the chest. This process must be continued 
in some cases for an hour or more. 

Mouth-lo-nv)uthIn*ufflatiQ:i.—V{i^e the mouth of the child Mid 
dear away the mucus fromthe air-^o^saj;^; Then tha . 
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cor, after Uking m fitll in^iratioe, pljcea his umith In that ofdke 
ckiM, and txpire» with nne force iolo iu air-puaages. Expin- 
tion U sML^ed in the duld bj prexare apoa its chest and slooiach. 
During the &et of iDspiration it U aaaecemaij to dose the cfaihi'a 

noBttiU. 

What U garageT See fig. 4S. 

Gsvagi: iflthejiamegireatoa method of feedingpeiL-bODtinf^fitP 
wh'i are premaiarely delivered or who are poorly pouri ahed . 
" Take s j'iece of ^Ita-percha tobing about the size of a No. 14 
'ir I^Trencb catheter. This is fixed on one of the breast shields 
IP cuttitniia use for aure nipple«i. The child ii placed op the tuee 
of the nurse, with the head slightly raised. The eound is muiat- 
enod with milk, and introduced at the base of the tnngae; the 
child, by a reHex act of deglulJtiou, will generally draw it as &r as 
the entrance to the nsophugua; if pot, It is gently conducted there 
until fifteen centimetres of the sound are introduced. Pinch the 
Uiund between two fingers, pour i nto the cppula two or three table- 
HjMHinrulii of inilk, and relax pressure until it flows gently into the 
HUimuch. The sound must be taken out gcnt!^ and quickly, and 
the infuiit placed in the warm cradle or couveuse. The apparatus 
muHt be washed in a solution of boric acid and pure water. The 
quantity of milk given to the weakest infanta is ^igbt grammeti 
every hour." 

By this ByBt<im children of six months have been saved. 

How 11 an oooipito-poiterior position managed? 

Make direct proasnro upon tlie occiput. yThe occiput rotates 
p oste riorly bvcnUHO it ineeta with too great resistance ; therefore, 
bytireventing the descent of the foreheftd, w e at the same time 
imflreetlj h^r^cn tbi« reisiBlauce. 

^^ 
Should an attempt be made to inbstitate the vertex for a 
fkocT 
No. 



How should a delay in the anterior rotation of the chin be 

managed ? 
i^Parvin advises makiog direct jireaeure upon the fureliead. -(Jen- 
loae inalcea pressure iipoa tlio poateri or cheek tvith the band, or 
forceps blade j( I f the chin rotates into the sacra! cavity, ijraniotoniy 
must be performed. 
What precaution should be taken in the manag;ement of 

face presentations 1 
Care should be exercised not to injure the eyes during vaginal 
examination.y Should any delay occur during the birth of the 
head, it maybe necessary to assist the delivery, aa the throat being 
pressed against the symphysis, may endanger the liie of the child. 
XTlie family should be informed of the probable distortion of the 
face, at the same time assuring them of its spontaneous disappear- 
ance in the couree_gf ajaff dsx?. 

Bnm PrcKCHtalionn. 

What is the management of preseutationB of the hrow T 

The case should be left to Nature. Eventually the presentation 
becomes either a vertcK or face^If the pelvis be roomy and the 
head small, s^ontaneoita delivery may occur in u brow preseata- 
tionXIf abrow presentation does not change into a vertex or face, 
allow tKe labor fo continue aa I on;; aa the mother is in no danger 
aTiTiheh apply the forceps.^ If the chin becomes fixed in a pos- 
terior position, try to bring down the occiput and pro duce a jertex 
presentation ; failing in this , craniot<;iraj must.lijiperfijrmfid. 
Hov should pelvic presentations be managed ? 
X Allies/ hesla. — The ame.^thcsift sliould be obstetric, not surgical, 
as the patient must employ both the voluntury^an^ involuntary 
forces of esjiulaion . 

S^hmhranc*. — Preserve the membranes as loug as possible. Have 
the patient lying down during the first stage of labor; place her 
on her side, ajid instruct her not to bear down. j/ When the raem- 
hranes become elongated, make counter-pressure by meims of a 
Barnes's dilator inserted into the vagina. 

y Delivery of Breech, — The periiieum ahgiildJaajupporlejl. The 
patient should be told to bear down during the contractions. Aa 



the breech is born it should bej eceive'l in the palm of the hand 
and carned'upward. 

V/nSiri eal 0>rd.''f,AB anon as the cnrd can be reached, it should 
be drawn down and placed to the aide of the aacral cavity .^If the 
cord be coiled around one of the thighs it^ should he alijtped over 
it.yThe pulsations of the cord ahoulJ be felt from time to time, 
Md any inaication of lailure of t be circulation must "Be met By 
a rtliTcJHl ext r«(;tiQn. ~" "" 

Delh-erij of B'ldy.—The breech la now supported by one hand, 
while wilh th e other prewure h mad e over the fundus of^the uterus, 
the patient at the same time aidingThe delivery by making bear- 
ing-dowD efforts. XPuflng thedeliyery.of the arm and shou ldera 
the hi p a ahould be raised and the perineum supporteJ.X Traction 
should not be made u^n the trunk, as it may ca uae displacement 
of the arnia or extension of the head.Xlf the former accident 
oecura, bring down the posterior arm first. V, This may usually be 
accomplished by paaaing one or two fingers up to the elbo w and 
drawing _t lie for earm over the chest. ^ If the elbow cannot be 
reached, then make prejiaureTlirectly upon the upper part of the 

DeHvrry of Head. — The oc cip ut rotates anterior l y, while the 
face occ upiea the sacr aT cftyity ^Aa soon aa rotation haa taken 
place the lioBy of the child should be raised toward the mother's 
ahdonien ; at the same time keeping up flexion of the head by 
pressure upon theTorehead with tlie fingcrsj either placed on the 
perineum qrinaerted into the rectum. -j^If any 3elay occurs in the 
deRVeiy ofthe bead, the patient should make beariug-down etforts; 
at the same time tlio accoucheur ahould exert aupra-pubic pressure 
Wid frictions over the uterus. XThe accoucheur should alwaya have 
t be fo rceps at fiariTI in every case of hea3-l^aa t labo r. Delny in the 
expulsion of the head may be caused, in some cases, by the oa 
Uleri contracting around the neck of the child. This conditiou 
may be overcome by dilatation of the cervix with the lingera, or 
byind.ion.. - - 

Pos/erior RnltUlon of the Orripiil. — The mechanism of labor in 
ft posterior rotation of the occiput has already been referred to. 
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Whftt are the methods advised f or extraction^in a pelvic 

presentat JPP when the f a etu a i a donbled ? 
^ I. Hooking the finger over the groin. 

'^ 2. The application of the forceps ; Tarnier's instrument should 
be preferred. 

y 3. Trauiiun with a blunt hook.')fThe inBtrument should be io- 
serted between the thighs with its })oint toward the aide of the 
mother's pelvia. As a rule, it ia applied nver the anterior thigh, 
llt;^. Bring down ft fout. By this method the wedge is decom- 

Q5. Th_e use of the fillet. 

What is the management of labor in multiple pregnancies 1 

y If the presentation of the first child be favorable, rupture the 
membranes after the eervix ia fully dilattd.Vi The cord of the first 
child should have a second ligature applied to it. During the de- 
livery of the second child, kee]> the hand firmly applied to the 
^terua. The delivery of the plai'enta should be effected hs in 
normal labor. S( In the majority of cases the second thitJ in deliv- 
ered in about twenty niiriuten afier the firsts If the placenta re- 
mainB in the uterus after the hirth of the first child, the accoucheur 
must not leave the patient until the second ftetus ia delivered.Jt,On 
the other hand, however, if the first child he feeble or dead, and 
the placenta cornea away with It, leave the case to nature, as the 
second child, under theae circumstances, may go to term.j( The 
after-treatment of plural deliveries is the same as in normal births ; 
greater precautions, however, must be taken to guard against post- 
y^artum hemorrhage. 

How should cases of difficult delivery of the shoulders be 

managed in head-first labors ? 
Y 1. Instruct the patient to make bearing-down efForte ; the ac- 
coucheur at the same time pressing upon and mating friction ove^ 
the uterus through the abdomiual wall ; or 

jinCAppTy the hands to the sides of the head and make traction 
upward toward the pubes ; or 

1( 3. Make traction on the posterior shoulder with the finger 
hookeil into the axilla; or • 
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V 4. Make traction with the fiogera in each aiilla; or 
V6. PusF tlie Mlenor'sho'ulder bjLck Tjeyonil the aymphyais ; this 
brings the posterior shoulder to the edge of the^perineuin.y^Now 
qtny the head baclinranl, and the anterlui shoulder will again 
come hejoud the arch of the pubes, aii<l delivery be easily effected ; 

6. Wake traction with a blunt hook introduced into ihe axilla 
of the posterior shoulder. 



Antisepsis. 

Labor and Puerperal State. 

What precautions should be taken against septic infection 
during labor and in the puerperal state ? 

■j< 1. The Lying-in floom .j(-Thig ahould be well ventilated and Iree 
from septic germs, especi ally those of scarlet fever, erysipelas, and 
diphtheria . yCan(;er iiF the uteriTs in an advanced stage and all 
forms of suppurative diseases are especially liable to cause septi- 
CGemia.-^AII evacuations from the bladder and bowels, and soiled 
clbdiiDg, should be immediately removed from the room. 
■^2. The Tfurse. — The nurse ahould be free from skin dis.eases, 
especially of a suppurative nature/She ishould uoLhave attended 
recently, patients suffering with scarlet fever, diphtheria, ery- 
sipelas. Buppuraiive diaeaaea, or puerperal aepticiemia. 
503. Prrpora/ion of Ihe Sand). — The physician should carefilUy 
disinfect his hands before making an examination per vaginain in 
tile following way y Wash theiu thoroughly with warm water and 
soap, using a nnil-bnisb, after which soak them in a solution of 
corrosive sublimate, 1 to 1000. -ij The safflB precautioiu apply to 
the"nurse. 

jJ54. TmtruToeritg. — AH instruments t^hould be Hteriliaed by plac- 
ing^rtiem in boiling water. 

^ 6. The Pitfieiit.—At tlie beginning of labor the patient ahould 
be^ given a warm bath, and the external geni tal organs shuuld he 
thoroupbl y washed with a aolutiou of eorroaive Bublimate, X to 
ZOOO! If tteTaBor be pr^longcdj « warm vaginal nyecyon of oot^ 
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rosive sublimate, 1 to 3i)00. should also be given. V After using an 
antiseptic vaginal injection always wash ont the vagina with warm 
distilled water. )l, Antiseptic vaginal injections are especially indi- 
cated in the interests of the child when the mother is sulFering 
wjtli gonorrhcea or other purulent di?clfat^«s, as a prophylactic 
measure against the oceurrence of ophlhalmia neonatorum, 
y After delivery the vagina should be washed out with the anti- 
septic solution and the external organs cleansed in a similar 
manner.)^ The external organs should he washed twice daily with 
a solution of corrosive siihliniate, 1 to 2000. 

^ The vo\va, should be protected with a napkin which has been 
previously dipped in a warm solution of corrosive sublimate, 1 It 
2000, and squeezed out.XOnly one antiseptic vaginal injection is 
indicated af^er labor, unless the soft parts have been torn, when 
the vagina should be irrigated twice daily and the tears, if slight, 
dusted with iodoform, hut, if serious, sutures must be introduced. 



The Pathology of Labor. 

Precipitate Labor. 

What are the causes of precipitate labor ? 
y.1. Excessive force and fretjuency of the uterine contractiom ; 
aad 
^2. Relaxation of the soit parte. 

What is the progaoBisT 

jftFavorable if proper precautioi 



normal, and there i 



e taken, if the presentation 
no obstruction i_n the birtj^ 



of the fcetuB i 

What are the danger* ? 

y Laceration of the soft parte (cervix and perineum) ; subsec^uent 
retttotation of the uterus and post-partura hemorrhage; or ffiej ftBtiia 
may die of asphyxia, f rom t he continuous compression.y,If_ de- 
livery occurs while the woman is standi ngT^EecLTiirmay be in- ^ 
jured by the fall, the placenta may be detached, < 
the uterus occur.^The bearing-down efforts, i" 
jace a su bc utaDeoua eing^sema of the cheat, neck, and face. . 
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What is the treatment 1 

J [The woman ahould be in hed and placed upon her aide, and all 
earing-flown effiirts should be tbrbiddeu.y Inhalationa of ether 
or chloroform are given, if necessary, to the extent of complete 
tiDieathesia.j^dhlora], or hypodermatic injections of morphia, are 
also of service, ji Should eraphysemii occur, uterine efforts alone, 
or the forceps muat terminate the labor. XThe condition disap- 
pears apontaneoualy in a f ew day s a fter delivery . 

Prolonged Labor, 

What are the caasea of prolonged labor ? 

1 1. Pelvic deformity. 

■jti 2. NfopRiBma eilcroacliiiig upon the birth-canal. 

V 3. ft^-pfeaentntioQs and posttf ons oftheftetus. 

> 4. Bigidity of the soil parts. 

■^6. Malpositiona of the uterus. 

y B. De6ciency of uterine force due to 

f n. General debility. 

J( b. Premature j;<iplure of the membranes. 

)Cc. Frequent child-bearing. 

^d. Age of patient. 

% e. Diaordera of the intestines. 

X/. Qver-di8toiitioii of the uterua; for e sample, hydramaioa 
or plural pregnancies. 

X 3- Defici ent utgriue innervatioji. 

)t A. Full bladder or rectum." 

X t- Mentalmfluencea. 
^0, Weak bearing-down efforts due to 

y. II, G enera l debility. 

J< fi GreatBuffering associated with the uterine coatractiona. 

y( e. The patienTmay be narcotized. 

What is the prognosis T 

XThe pro^oMJs depends upon the atage of labor in which Ibe 
de[a^occura; upon the cause; and upon the condition of the 
luother and child. 
/!«( Sl'igco/ Labor.— \. Child, There is no danger t.i the child 
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as long na the membranes remain unruptured. j< Under these cod- 
ditiona labor may continue for any length of time, even days. 

2. Mollier. As a rule, there is no immediate danger to the 
giutber.ybn the other hand, however, if the liibor be extended 
toauy great length uf time, t}ie patient may aufier aeriouBl; from 
exhaustion, losa of sleep and appetite. 

Y Second Slai/e.—l. CM i7(/.Jt Delay during thia stage ^iidangers the 
child's life by asphyxia. •! Charpentier advises delivery with the 
forceps when the head has been arrested for an hour or two after 
reaching the pelvic floor. 

j^. Mother. The dangers to the mother are the result of preasure 
upon the soft parts, otusing slomthin g. foUowed by fistulas or eeptic 
infection. Again, the esbauatinn may be so great as to endanger 
life, or, at least, to delay complete recovery for a long period of 

^ -jf 7%ird Stmje, — Hemorrhage invariably results in this stage if the 
Uterus is in a condition of inertia. 

yThe prognoais of delayed labor due to pelvic deformity, neo- 
plasms, mal -presentations and positions, and displacements of the 
uterus is considered elsewhere under separate headings. 

How ia delayed labor treated t 

~iC,It is ha rdly ne cessary to state that the treatment depends upon 
the cause. The treatment oflabor in pelvic deformity, neoplasms, 
mal-presentations and positions, and displacements of the uterug 
U considered elsewhere. 

V 1. Bigidili/ of the Cervix. — Chloral ia the drug which will do 
the most service in this condition. In addition, if necessary, warm 
iiAtha and injection of warm water into the vagina may also be 
employed.y If, as is sometimes the caae in old primiparte, the 
rigidity presents a permanent obstacle to delivery, artilicial dilata- 
tion (if the cervis must be resorted ti) ; Schroeder advised inciaiuns 
tobe made. • 

In casea of obliteration of the external os due to a superficial in- 
diirnmation, the difficulty may be overcome by pressing u|)ou the 
Bjtuation of the os with a finger during a uterine contraction, or by 
the uterine sound, or dilator. 

If the obliteration of the os be due to cicatricial [issue, Nature, 
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;^arulQ,-ndlloTei:coineliLedifSuulty aBBiat«dbjartL£ciaI dilatation; 
it may.be necessary, finally, to make incisions. 

When the cervix ia uaahle to retract over the presenting part, 
on account of adhesions between the tnembraiies and uterine walla, 
aqiarntipn may Ue effected by meana of the fingetocajiofl (catheter. 
Rinctu,ri] ig the membranes is also a good plan of treatment under 

2. DeJioieHcy of Vteriitc Force. — 

a. Ovei--dli/cidiim of the ufenw. J^ Rupture the membranes and 
alloiv tlie lliiuor ainmi lo escape .l(Jf__the over^distention 
the precautions already re- 



be due to pnljhydi 
ferred to should be taken. 
yb. Fuhb hi-Uler and ree-f tim. The ind: 



o empty these 



orga ns ; the formerwithacatlieter, while the latter should 
be unloaded by a large enema. 

0. D^'ienl uleriiie inarri'iilioii. Under these circumstantea 
the uterine contractions are increased by achangeof pusi- 
^n, walking or sitting, stimulating rei^tul injections, 
v^glnsl .douches of hot water, and hot drinks, such as tea 
o^Jcmonade. ^.^j.>-,J.- *- 

rf. De/ick'd lifirine fow, wbea due to premature rupture of 
the membranes, frequent childbearing, age, mental emo- 
tions, and general debility, is, of course, treated upon 
general principles, as the cause cannot be removed.jCTader 
tBese circumatano^ the treatment ia essentially directed 
aj;ainst the condition of uterine inertia.^Qvitliout refer- 
gnce to the cauae,J#The treatment of weak labor pains 
will be considered Iate~r on. 

r. OrTal s'lgsrbiij oMionntrd wUh ineffective tal«ir pains^ If Ibis 
condition occurs in the first stage, give chloral.^ Thirty 
l^ins should be given atoni'e by the rectum and repeated 
in oue-balf hour.ylf administered by the mouth, give 
fifteen grains every quarter of an hour, until four doses 
blive been taken. ' 

/. Tkmporiiiy r.cAuujfiO". if. Occasion ally in the first stage of 
labor the patient becomes restless, and exhiiusleJ on 
accounl oFthe pains being weak and meffective; the in- 
(fication is to create a temporary rest, v Under these coa- 
diUooa give either chloral or morphia. 
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What means are employed to stimulate weak a nd iiieffec - 
tive ut erine eofltractions ? 

1. Dniiis. — 

^a. Quinine. It_8!ioiild be given in a dose of from flfleen to 
twenty ^aina. y it will no t eicite uteri ne^conlracliona, but 
HtimulatM tiiem when present by its general tonic efect 
upon_tbe nervous system.^It also guards against poat- 
partu m bemorrhage, by promoting perniiineiit tonic con- 
tractions of tbe uterus. )^ in mses where the locliia l dia - 
cEargea ^ave been eseessive, ifc diminishes the quanti^ ; 
i^ q )ao. gs a rule, Jgasena aft^r;^im. 
6. £rr;nf.\Clt may be given either by the mouth, in the form 
of the fluid extract, or hypodermatically, In which case 
eigotine should be employed dissolved in (vjit^r. The 
dose of the fluid extritct Bhonld not exceed ten minimsi 
and should be given every fifteen minutes until uterine 
(.ontractions become more euergetic.y One graiiLSf ^FSP' 
tme represents five minims of the fluid extract; given 
hypodermiiti tally, the dose would be two grains. 
The following rules govern the administration of the 

drug in labor : 
It must not be employed in the first stage; labor must 
bg_flilyanced and the oa fully dilated ; the presentation 
and josition of the fiotua jMUst be iavoraWe ; the-biuli- 
canal must be normal, a nd the dru g must be givenjii 
a mril d Mea, 

2. The BiTodic Carrent>f^\aae an electrode on either side of the 
abdomen over the uterus, and continue the application fur fifteen 

3. Manual Prensure, — This may be applied with the patient 
either upon the backer upon the i!ide,^jLJlie^-tbrmer_ iJi>sit,ion, 
which ia tFe~besE,' place the hands oyer the sides of the fundua.and 
body of the uterus, and during a uterine conlrjicUon make presaurs 
dstt'Bward and backward toward the superior strait. /In the latlaz 
position, the left hand, if the patient is upon the left aide, is apr 
plie3"over~ihe fundus and pressure made in the same direction. 
Manu^_prea8Ure is contra-indicated ij.the uterus is unusually.. 
tender, or in a elate of to niG_ contraction due to e.thuualiua. 



A,giiia, t he birth- can al ina^t, be nftrnifll ifi siza anil the jircaenta- 
tion »nd iHiaition of the fcetuB favorable. 

When should the forceps be applied in a labor delayed by 

weak uterine contractions? 
•f^ Afler Qic Lend hiis diisceiided into the pelvic cavity, If. its pro- 
gress be delated for two hours _we apply the forceps. 

Dystocia due to the Fcstus. 

Dorsal DiyJafemeiil of the Ami. 

How is a. dorsal displacement of the arm managed in a 
head-first or in a head-last labor T 

Etad-finL—Th^ diagnosidof thiadiBplacemeot is difficult, as the 
p resentatio n is too high up to he reached hj the examiniDg fiuger. 
If in ft given case, the uterine contractions beiug strong and the 
pelvis of normal size, the head fails to make any progress after a 
certain length of time, place the patient under an anesthetic ^d 
cottiplete the ding nosis.U The arm may then be brought down, 
^us making a hand-and-head presentation, or — and this is the 
more etfettive plan — podalie version may be performed. 

Sead'last. — The diagnosis of tliis displacemeut is easier iu a 
head-last labor. The arm may generally be liberated by carrying 
the trunk of the child well backward, and then introducing the 
finger behind the symphysis and over the shoulder; then press 
the elbow downward and forward. Another plan is to rotate '' the 
child in the opposite direction to ihat rotation which caused the 
difficulty ."X If it is found impMsibl^to fVeeJhe jirui, embryqtojay 
may be neceaa^ry. 



Exoassiva Development of the FcBtua. 
I'l-emaluve Oisifira/ioit. 



How is the delivery of the fcetus managed when the bones 
of the head are prematurely o gaified 1 

The indications are the same as those which guide us in all 
cases of disproportion between the size of the foetus and the pelvis. 



r 
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^Delivery is usually accomplished with the forceps. X If it is impOH- 
sible by tins means, embryotomy must be resorted to. 

Lnrge Sh e of the Boi!i/_. 

How is the delivery managed when the trantc of the foetus 
is excessively developed ? 

Thia is very rarely a cause of liyaUicia, for afier the heiid is born 
the body, which is compressible, as a rule, follows.VIl' the shoul- 
ders cannot be delivered, by means already described, embryotomy 
must be performed. 

Large Sae of (Jie FhM Head. 
How is delivery managed when the fm ta l hea d is ezcesg- 

ively dev eloped ? 
'ifThe indications in the management of labnr are the same as 
those already described when the bones are prematurely ossified. 

Is the indnction of premature labor indicated when chil- 
dren of previous pregnancies have been still-bom 
from excessive development ? 
Yes. This question will be more fully discussed in the chapter 
on induction of premature labor. 

Hydrocepluilua. 
What is hydrocephalus? See fig. 49. 
y A serous effusion in the cranial cavity. 
What is its etiology ? 
_>(,The essential cause is unkno' 
as causes: Cretinism, alcoholisi 
of the mother s^lciod, and mar; 
What is the diagnosis? 
Head-JirKi Labor. ^ 

a. Palpation. T^iehead.wi 

b. AiuKidlaMon. The heart eouoda will be heard at 

the transveiae line. 

Wtgmal loitrh.-fi IHucluatiou can be felt. 



n. The following are considered 
, svphilis, impoverished coadition 
ages of consanguinity. 



U be felt larger and higher up thag_ 
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d, /n(%'it{0n.>tTheexainiiitng linger feels a fluctuating tumor, 
which hecomes tenae during a uterine contraction..)! During 
apaip the scalp remains smooth and there ia no overriding 
of the bonoB. )p'h e crania l bones axe found leaa firm, aiid 
more flexible; the size of the presenti ng p art is lujger 
than niirmal ytlie shape of the head less convesy[and 
the sutures an3 fontanelles are further apart and more 
vopen. 
•^Beaa-CMLabor.^n most cases the diagnosis is not made until 
after the trunk ia born, and then the arrest of the after-coming 
head necessitates an examination to determioe the cause of delay , 
when the condition may be recognized . 

a. Palpation. The uterus and abdomen are found tQjje much 
larger than would be the case after the expulsion of the 
body of the child when llie head is nQrnul in iize The 
u^terua also contains a large round body. 
6. Indiffotion. The examining finger coming in contact with 
the occipitaT bone recognizes the peculiarities already 
referred to. If the arme are extended and an effort be 
made to bring them down, they will be found much higher 
in the pelvis. 

Does hydrocephalna interfere with the acoommodation of 
the fcBtna ? 

Yea. Th ere is a larger p roportion of pel vic and ahoulder pr e- 
sentajions. 
What is the festal and maternal mortality 1 

y^ thejife of the child is not sacrificed during labor, it. as a rule, 
dies early in infancy.vTlie great danger to the mother ia from rup- 
ture of the uterua; filoug hing of the soft parta and exhaU Mtion may 
also endanger her Tife. y If hydrocephalus be recogiiizetl early in 
" " '"' "'le maternal prognosis~rB'fai(iraSBr" TarvSn teaches 
7 earTyTtiagnosia is made "recovery would probably 
be the rule, and very few exceptions occur." 

What are the indications in treatment ? See lig, 50. 

HetiiljirH /rfitor.^ lf labo r be_d£l,aijfld, puncture the bend and 
allow the fluid to escape. -jfThen if delivery iioefl not occur apun- 
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taneously, make traction with the cep halo tribe, cranioclaBt. or 
forceps. S^rtelatter instrument murt be used witli great care, Ba it 
is^very liable t^TsItp whieii traction is made.yjLufk holds thai the 
forceps should never be used.V^ogiejibstetricittna, after punctur- 
ing the head, advise podajii: version , hut Parvin teaches that the 
operation is unnecessary, and jiten imiioaaihle. 

Heiid-last Labor.^^f, ttfter making a moderate amount of trac- 
tion and at the same time pressing upon the head above the pub^ 
lEe fcetua cannot be expelled^ puncture must be resorted to. 
■irf the head ia too high up in the pelvis to reach with ari instru- 
ment, open the spinal canal and introduce an elastic catheter up 
into the DraTii.S^The opening into the spinal canal should be made 
as close to the mother's 1:ody as poasible.* Some authorities de- 
truncate and thgn deli ver^he head. 

Monslroiiiies, 

How are monsters divided ? 

Into 1. Single monsters. 2. Double monsters. 3. Parasite 
monsters. 

Name and describe the single monsters. See fig 31 

1. EOTitqiiELIp MoMSTBtts — Wliere there is a want of develop- 
ment, more or less complete, of one or more of the extrtmitiea 

a.PhooMif/ug. At[sphs_9{_t'he arms aad thighs, hut normal 
development of the hands and feet, forearms and leg^ 

b. Hcmimeliis. Normal development of the arms and thighs, 
but atrophy of the other segments of the limbs, forearms 
and hanSH, legs iin3^ feet. ^ 

f. 3iromehi«. There is an arreat of development of all the 
segments, the extremities being mere stumjis. 

2. Symelic Mosar ems.— Where there is a fusion of the extrem- 
ities in the median line, more or leas complete^ 

a. Sj/meliie, Where theJmion is not complete, the extremities 

terminating in two feet, o_r two hands. 

b. UromrluH. Where the fusion is more complete, ihe ex- 

tremities terminating in a single foot, or hand. 
C i&renmneluii. The extrt'mitiea terminate in a point, without 
hnnda, or feet. 
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3. ExENCEPHALic MoNSTERa.— Where there is a malformation 
of the brain, which is pliiced, more or leas, outside the craJiiiim; 
the skall itself is also imperfectly developed. 

a. Mileiicepftalus, The brain m almost entirely external to tlxe 

cranial cavity, the protrusion being situated in the occipital 
region. 

b. Proeneephalus. Where the brajn_protrudea through a fissiire 

in the frontal bone. 

c. Fodenirep/utlim. WLere the brain protrudes through a fiasuce 

in the vault of the skull ; the tumor in usually peduncu- 
Iftted. 

d. SyperencephahiM. This variety of raonater js practically 

a highly exaggerated example of podCQcephalus. The 
superior part of the cranium is almost entirely absent, and 
the upper part of the occipital hone ia lacking. The 
brain is placed almost entirely outside of the cranial 
cavity. 

e. Inieneephalue. Where the brain protrBdes_thr9n_gh an open- 

ing in the occipital bone, associated with spiual flsaure,. 
'niia riionster ia practically a notencephalic fcetua plus the. 
Bpinal fissure. 

/. Exencrphfibv. The brain protrudes in very great part out-., 
side of the cranial cavity, and is associated with vertebral 
fissure. This monster is practically a hyperen cephalic 
fffilua [dus the apinal fissure. 

g. Petnilriiixphaf'u. The vault of the cranium is absent an_d 
the bj^in aubstKnce is almost entirely lacking, ^natead 
of the brain there ia a vascular tumor, deep red in color, 
wETch' is derived" from the ]'ia iimtrr. '' The head has 
neith er forehead uor vertex, is sunk between the shonldeia 
"^nj surmounted by a blood tumor." (Saint-Hilaire.) 

4. Anesceph.alic Moksters. — Thebniiuand cranial vault are 
absent. These monsters are practically paeudeQcephalic fcetusea 

a. Dfrenitphaliiii. The brain and cranial vault are abseataud 
the occipital foramen is lacking. There is also au arrest 
In development of the cervical vertebra and ulso, occa- 
sionally, of the upper dorsal. 
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b. Anenee phalui. There is an arrest ia development of the 
entire vertebral column, which is openandforms a furrow. 
The spina! cord is absent. This variety of moiister ia 
Ijractically an exaggerated example of a derencephalic 



5. Cycixwephalic MosaxERa. — Where there ia a^ absenL-e, < 
mure or less atrophy, (if thQ nasal apparatus; the eyes are rud 
mentaryao^ approach the median line, occasionally they arc fust 
into o;ie. 

a. Elhnocephal.ii*. The noae is not entirely abseat. There a 
two incompletely formed uoatrils, or only one. Tljere a; 



two 



jntirely absent. In this, s 
ity, tbere are two eyes. 
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d. OyclocxphahiM. Complete atrophj of the nose, with a sirigje 
eye situated in the medidQ line. 
6. AcEPHALio Monsters — Where there \% a i:omjjlete ahaence 
of the h«ad. 

Name and describe the donble mooters. See fig. Q2. 

1, Ensomphalio MoNSTERa.^" Thene fcetuaea are each prac- 
tically tomplete although uoited together, and are ahle to accom- 
piieh iodependently a^lmost all vital funetiona. Eauh has ita own 
umbOieUB, and, during iatra-uteritie life, ita umhilical cord. " 
(Baint-Hilaire.) 

a. Piiijitpiigus. Where the huttocks, or batka are ujjted. 
These raonatera are viable. 

6. MelopagM . They are united by their heada, forehead to 
forehead, vertex to vertex. 

c. Cephalopaffui, The twins are also united by their lieads as 
"in tlie preceding variety, but they are fiiaec! vertex to fore- 
head, forehead to vertex. 

2, MONOMPHALic MowsTEKS. — " Theae are characteriised by tie 
union of two complete individuals at a common umbilLi'us." 

a. ^chiopagiie. Where they are united by the ischice. 

b. Xiphopngm. Where they are united by the xiphoid carti- 

lages or epigastrium. The Siamese twins are an example 
of this varie^. 

c. Slernopagua. Where the twina are united by the aternums. 

d. Eciopai/iti. Where there is ft fusion of the tWQtheBta. The 

tjjoracic walls are uneiiunlly developed. 

e. ^mip(igus. The same aa the preceding variety, except that 

the union extends tu the mouths, which have a single 
cavity. 

3, SxcEPHALic M0X8TER8. — ^here there is an intimate fusion 
5f_the two heada. 

Q. Jiinii'tpi. One large head with two faces, looking in oppo- 
site directiona. A common thorax and four auperior 
extremities. 

6. Miopee. One face is fully developed, while the other is 
imperfect. The latter consists of two cars, or only one, 
and above it is Jilflced a single eye, more or leas iinjiiT- 
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fectly dereloped. As in the precedii^ rariety, each face 
joob in opposite directlob. 
e, Si/rioff^. This monstr'eilj ia an exaggeration of the pre- 
ceding one. All parts of the face are absent, except the 
ears, which are placed very near one another, or fused. 
i. MoNOCEPHALic HossTEES.— This variety consiata of a head. 
without any exterior trace of nnion, surmoa ptt pp two bodies . 
iW'd in a more or teas intimate manner, and for a greater or le as, 
extent. 

a. Deradelphrt*. The bodies are united above and separated 

below the umfciliciis. There are four lower and three 
or four npper eitretnities. 

b. Thioraddphuiii. The same as the preceding, except that 

there are only two upper extremities, 
p. lUadelphiit. The body is united above tije umbilicuB.jind 

below it as far as the peivis. There are four lower and 

t_wo upper extremities. 
d. Sunailelpkiit. The same as the preceding, except that there 

ia a single pelvis. There are, also, four upper and four 

lower extremities. 

5, SvaoMic MoNeTERfl, — Where ther e is more o r leas com- 
\i]vte union of the two bodies, while the two heads remun 
separate. 

a. Piodijimm. There are two thoracic cavities and two heads. 

The abdominal and pel vie cavities are united. There are 
two lawerextremitieSjbutocciisionalty a third rudimentary 
one is present. 

b. Xyph iidymvK. The same as the preceding, except that the 

union is higher, including the loner part of the thorax. 
0, Deroiiijimiii. A^ngle body with two necks and two heads. 
As a rule, there are two upper and two lower extremities, 
nlthoujj'h additional rudimentary limbs may be preseiiL. 

6. MoNOSOMK? MoNSTEita.— These monsters have practicall^a 
■ingle Wdy with two heads. 

a. Atlwiymni. Two heads and a single body. The orgaui«a- 

Tion of the bitdy ia strictly single. 
h. Atioili/'i'iii. This luoiiater ditTera from tlie preceding in th&t 

lint twfi hcails are united posteriorly, the union betwecu 



I". Opoih/miiK. The union between the heads is more exagge- 
rated thiin in the preceding variety. The faces are closer 
together, and the mouths are cither separate, or liave a_ 
common opening. In either ctise the mouth posteriorly 
is alwflyB united. The tongue is ahvaj-a joined poste- 
riorly, even when it is double anteriorly. The number of 

Name and describe ttie parasite monsters. See fig, 53. 

1. HelTiqiiujii^. — There are upper and lower eitremitiea and 
one head. The parasite is attached to the anterior abdominal 
wall of the principal fffitua. 

2. Seleriu kfjihits. — The head of the parasite ia absent, and the 
body, w ith or without the upper extremities, ia attached to the 
principal fietUB at the leve) of the epigastrium. 

3. Epicome. — Where there is an accessory head united by the 
BUinmit lo the he«d of the principal fcetus. 

4. Epigiialhim. — Where the parasite is attached to the superior 
maxillary bone. 

5. JT^jniffiiatkua. — Where the paruaite is attaclied to the inferior 
maxillary hone. 

6. /Vi/o'rte'"*, "■ Where the parasite is inserted into the hyjio- 
gastric region. 

Dyetooia In Plural Deliveries. 

What are the predisposing canaea of dystocia in plnral 

births ^ 
y^Tiie large size of the pelvis, or the small size of the fietuaea, or 
their being contaiuud in a aJiiijile aitc . 
What are the determining causes % 

The injudicious U'ie of ergot, or interference with the progress 
of labor, an by premature rupture of the membranes^ 
In what ways may delivery be arrested in twin births t See 

figs. 54 and 55. 
)^1. Both heads may present at the superior strait (rare). 
^ 2. B oth b« >dB may present and one d 
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somewhat in advance of the other, tjie laat head heing forced 
again at the n»jck of the first child. 

3. The liody orthe firat preaeiite by the breech and is delivered, 
and then the head of the secund child entering the pelvis beconieti 
interlocked with the head of the first.^The interlocking may Be 
chin to chin, occiput to occiput, or cliiii to occiput, 

4. The first child descends by the head, and the second by the 
breech, the bag of waters of the latter protruding in advance of 
the former obstructs its descent 

5. The fcetusea may present by the breech , and the feet of both 
deacend at tlie same t ime into the pelvic cavity . 

6. The first ftstus descends by the head, and the second is trans- 
verse. The head of the former, after descending into the pelvic 
cavity, may be arrested by the neck of the latter getting under 
the shoulder and locking against the neck. 

^7. The first fffilUH descends by the breech, and the second is 

transverse. After delivery of the body of the former, thehead 

may bo nrreste31jy the trunk of the latter, 

V 8. The first child may be transverse, and the second present by 

^he treech. The limbs of the second child passing over on each 

side of the body of the first, descend into the vagina — i.e., the ' 

former twin is sitting astride the latter 

How is the arrest of labor, oocuTring in the delivery of 

twins, managed ? 
N(The life of Che mother is the first consideration, and nest the 
safety of the ftetuses.^f both twins cannot he delivered alive, 
onr efforts should be directed toward saving one of them. 

If the bag of waters of the second child is in advance of the 
head of the first, obstructing its descent, rupturing the membranes 
will relieve the difficulty. 

Jlln all cases where interlocking of the fcetuses is the cause of the 
arrest of delivery, the first indication is to endeavor, by external 
and internal manipulations, to decompose the wedge by unlocking 
them.}l Failing in this, delivery may be effected with the forGe[«; 
but if this is unsuccessful, embryotomy must be resorted to. 
■-^ Where the first child jireaents by the breech, and the second by 
the vtrtex, if labor is arrested after the delivery of the trunk of 
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the former, by tLe interlocking nf the two heads, the 
should he^nced in the knee-cheat position, the body of the first 
child supported with oug hand, while the other intl'oduced win 
the vagina pnahea up the head of the second. If niil ocbiiig it 
impoaaihle, then apply the forcepa to the head of the second child, 
and endeavor to deliver.^As a rule, however, unless the pelvis is 
large, and the fcetoses small, one of the twins will have to beaacri- 
ficed-hefore_t|ie wedge is decomposed. yThis must be accomplished 
by detaghing the head of the first child, orjjj per form ing_crani- 
otomy. 

y Where both ^eada present simultaneously at the inlet, introduce 
"theTiand into the vagina and push one of the heads out of the 
way, at the same time assisting the manipulation with the other 
hand_e3ternally. XThgiLagply the forceps to the other head, so a» 
to cause it at once to engage. 

If both foitUHes present by the vertex, one somewhat in advance 
of the other, so that delivery of the first child is prevented by the 
pressure of the head of the second, against its neck or thorax, an 
endeavor should be made to push up the second head. Failing 
in this, apply the forceps to the first head, Tf delivery cannot be_ 
• accomplished by the forceps, craniotomy must be resorted to ; the 
child in advance being the one sacrificed. 

Prolapse of the Funis. 

What i« the frequency of prolapse of the cord? See fig. 56. 

Authorities differ. Probably it occurs once in about 225 labors. 

What are the causes of the prolapse 1 

>i^ Prolapse of the cord only occurs when the presentiug part fails 
t» occupy completely the lower segment of the uterus; hence the 
accident is more frequent in presentations of the f^e. shoulder, or 
pelvis, than when the vertex presents. ')^ Again, the small size of 
iue icetusTtfie oblique position ofthe uterus, deformities- of tbe 
pelvis, especially when it is contracted, and multiple pregnancies 
are predisposing causes. ^ Among other causes may be mentioned 
hydramnios, premature rupture of the membranes, great length gf 
the cord, or marginal attachment, placenta pnevia, and prolapae 
of the fietal eictremities^. 
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That U the fiagnods of ^sUpae sf the cord ! 



ebaoM be 



made m Ui« interr&l of tnetitK- coDtnciiob.*. The enuniiuiig 
linger re«U a roaifi. Muootfa, cooif-reaable object, which t an b e 
in'i»e<! *bnul in dilfertnt direction*. Alt presents to the Inach 
n'ine of the tharacteri^ioi of a band or foot, therefore the djj^ 
nnnts in, ba a nile, devoid of diffiraltr.'x If the ir«aa be slire, pnl- 
- itaii'inii umy ^ felt through the membraD». 
'^Aper Stif ,f are. —Tht dragooeis is without difficoltr, there bcjn^ 
nothing that the cord can be mtBlakea for. 

What ii the prognoaU ? 

vThere U no danger to the mother, but the results of the acudent 
are verj' grave ta the child. 'J The daoger to the child depeoda 
MjHin the prescDtati'in. Thu5, in a shoulder preaentalion, there ia 
little or no danger, and in a breech the prognosi.t is good; (Siar- 
pentier. however, bofda that the accident is grave lo the cluld in 
a preaentutioD of the pelvis. The most dangeroua cases are those 
where the accident occurs in a head presentation. The favorable 
conditions in prolapse of the cord are, a large pelvis, the fuuia 
i>^'U[ijring the sides of the pelvis, and the preservation of the bag 
of waters until dilatation of the cervix is completelj" effected./^ Aa 
unfavorable cinditiona ma^ be mentioned, a contracted pelvia, 
pjncenta previa, and premature rupture of the bag of _watera. 

What ii the treatment ? 

V TliB cause of death of the feetus if 
tiecord. ^^eognizing tlio c 
treatment is obvious. 
"y /fen'/ framfiilioni.—Be fore R uptiiry. The patient should be 
plained In the laterb-prone position, upon the side oppwite Ut the 
pnilupse. All bearing-down efforts are forbidden, and the prema- 
ture rnpture of the membranes guarded against. The membranea 
may be Hupjwrted b^ introducing a Barnes's dilator into the vagiiM ' 
and niodernli'ly distending it. If, upon auscultation, there are. 
signs of fuilurn in the fietal circulation, endeavor to push up t^e 
curd through the niciubranes. If this can be done, rupture the 
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membranee, and bring the head well down ho us to fill LJie lower 
uterine segment, 

"^i^^ler Jliipliire.yif the oervix ia corapletely dilated, the uterine 
contractions streiig, and the head rapidly descends, leave the. c ase 
to nature. y Tf; h owever, the progress of labor is slow, apply the 
forceps. j^When the head is above the inlet anil movable, the 
force|« are cotitra-indicated.X Deli very iti such ca^en must be 
accomplished by version, or reposition of the cord eiiecled ; the 
latterjirocedure should he tried firgt,Ji In all cases of prolapse of 
t£e cord the condition of the child must be from time to time 
Hetermined by auscultation. XWhen the case is left, to nature, the 
cord should be placed near one or the other of the sacro-iliac 
^intB, where it will be least pressed upon. 

^ iTicc Prefeii/al!«nn. — Podalic version ia indicated, as reposition 
of the cord ia not likely to succeed. 

)(f Prefentatmnt of the F ed. — The cord is not pressed upon before 
the feet can be reached and traction made. 

■■^Sreech Preienla/ion». — If the circulation in the cord is inter- 
fered with, bring_doivn_aJeg. 

Skimlder Praaitalions. — There ia no special indication for treat - 
ment, except that of th e abn ormal pres ent a tions. 

y'lr the pulsations in the cord have ceased, it must not be taken 
for granted that the child is dead, as the heart may continue ita 
action for several minutes after the circulation in the umbilical 
vesaela has ended.^tlf the child be dead, the delivery should be 
managed without reference to the prolapsed condition of the cord. 
By what methods may r eposition of the cord be effected ? 

By the nminial, iiintruuieutal. or postural treatment. 
Describe these methods. 

Manual Ti-c/ieriieid.—Pmh the cord beyond the presenting part 
with the fingers, and keep it in that position until a uterine con- 
traction comes on, and then gently withdraw the hand from the 
vagina; or, after it is replaced placcasponge between the pre- 
senting part and the uterine wall. In some cases the curd may 
be placed around one of the fcetal extremities. 

Itu/rumerilal Tretiinumi.jf'take a piece of tape, double it and 
paaa it through a firm rubber'cSlHe&r, so" that the loop emerges at 
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the eye of the inatmraent. Next pass a loop of the prolapsed cord 
tLrough the end of the tape. Now draw upon tho free euds of the 
tape with sufficient force to keep the cord from slipping, care beiitg 
taken not to cut off the circulation. )iAfter the free ends of the 
tape have been tied into a knot, introduce the Btylet and carry the 
catheter and cord up into the uterine cavity. The stylet is now 
withdrawn, the catheter being allowed to remain until the bead 
has descended. 

"^fFbgtural TVeafmfn/.ij^PlHee the patient in the knee-cheat position, 
and in the interval of a pain introduce the hand into the vagina, 
seize the cord and carry it beyond the presenting part, and at the 
same time support the uterus with the other hand placed exter- 
nally. Ab the head descends and occupies the lower segment of 
the uterus, the hand should be gradually withdrawn.'v^he patient 
is then placed upon her side with the buttocks elevated. 

Deformities of the Pelvis. 
How are deformities of the pelvis divided? 

^^Ioto J. Deformities of poaition. 
X 2. Deformities of si/c. 
;ii^ 3. Deformities of forms. 
What are the defonnities of poaitioil t 

)(The. normal obliciuity of the pelvis is either increased or dimin- 
iabed.^ If it be increased, the plane of the inlet becomes more or 
less vertical, while the axis assumes a horizontal position. J( Tf, on 
the other hand, the obliquity be decidedly dijiiinisbed, the plane 
oT'the superior strait becomes horizontal. 

What are the deformities of size t 

These pelves are either increiwed or lessened in size ; the change 
being symmetrical. 

>'l. 7%e /"'/''I" lEqiiabi/ifer jmln-major, or the symmetrically 
enlarged pelvis. 

2. The pelcis ipquabiiiler jii»lo-miiwr, or the symmetrically con- 
tracted pelvis, 

J a, TJie infantilr pehk.y This pelvis has the characterietica of 
the sex, but there has feen an arrest in development 
this is a rare form. 
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)^ li. The dwarf's pelvis. This variety is very rare. J t hiyi the . 

ciiarHCIerhtica of the female pelvia, but is smaller, 
y c. The mnsniJine pelvln. Tliia hiis the eharacteriatioa of the 
male pelvis. 

Wiat are the deformities of form T 

1. T hoae pelve s iuwhich the vertical^ measurements are increased, 
without any change in the horizontal. 

2. Those £elvea io which the vertical measurements ate dimin- 
ished. These pelves, as a rule, are a ay ra metrically deformed, and 
are divided into three cliiases, viz. : 

^ a. ThoHe principally contracted iu the antero-poaterior diam- 

^h. Thuae principally contracted in the transverae diameter. 
yc. ThoBC principally contracted in the oblique diameter. 

Name the pelves principally contracted in the antero- 
posterior diameter. 

/• 1. The simple flat pelvis. 
X2. The rachitic flat pelvia. 

VS. The generally contracted Hat pelvia. 

■^4. The spondyliathetic pelvis. 

X5. The pelvia flattened by double laxation. 
> 6. The lumbo-lordotic pelvis. 

Name the pelves principally contracted in the transverse 

diameter. 
-Vl. The osteomalacic pelvis. 

\i(.2. The aiikylolic tranaveraely contracted pelvis. 
3< 3. The kyphotic transversely cojitracted pelvis, 

ZTame the pelves principally contracted in the obliqne 
diameter. 

XI- The ankylotic obliquely contracted pelvis. 
■y2. Ooitalgic pelvia. 
y 3. The scoliotic pelvis. 

In what way may an increased obliq^aity of the pelvis 

interfere with labor ^ 
f-The advance of the head may be retardeiJ by pressing against 
the superior Buri'ace of the symphysia pubia. 
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How ia the diffieulty overcome t 

By placing the patient in a. half iiltting position, by elevating 
tLe hips and the upper part of the body, or if ahe ia upoD the 
side, iiave her bend the back forward and flex her thigha upon the 

How is the difficulty OTercome if leBseiied obliquity of the 
pelvis interferes with labor? 
By raising the lumbar rogioti and placing the coccyx lower. 
What are the mechaaiBin and treatment of labor in the 

jnsto-rainor pelvis 'i 
yTho head d'na not de«cend into the pelvic cavity in the latt«r 
pait of pregnancy, hut is at the superior strait when labor begins. 
The head descends strongly flesed, the bi parietal diamete r 
being in relation with th e conjugate, and t he 6ubQCCU? , ito-brp p;- 
matic with the tr ansverse . TKeTiead does not undergo anterior 
rciElirdn7hut delivery occurs by the occiput passing out over the 
perineum. Ni The caput succedaneum is larger than in n ormal 

If the ant«ro posterior diameter of the inlet measures 3.5 inches, 
induce labor at eight months; if 3.1 inches, the indication is 
positive. If below 3.1 i ache?, the choice lies between tbeCsesarean 
section and embryotomy .y. If below 2 inches, perform the Cieaarean 
section. ySome authorities consider the indication absolute wb«it 
the conjugate measures 2.5 inches, or less. 

"Hie forceps should not be a])]died until the head is moulded. 
If the head presents, prodalic version ia contra-indicated. 
y If the contraction is principally in the superior strait, _tbe 
mechanism of labor and its tre:Ument, afler the head has ent ered 
the pelvic cavity, curresjmnd with a norma! labor. 

What are the mechanism and treatment of labor in the 
simple fiat and in the rachitic flat pelvis t 

^The head does not enter the pelvic cavity in the latter part of 
pregnancy as is usual in primigravidaa, but in aomo cases it ma y 
turn aside aflhe^uperiof SI ratt.^tRlTs" in creasing the projwrt ion o f 
shoulder preaentatioaa. ,( ITthe head presents when labor occurs, 
lbe~sagittarBnture lies iajhe transverse diameter. The head ia 
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partially deflected, and the fontaaelles (anterior and posterior) are 
ou tie same levd.)fl?he tr ansv erse di ameter is in relation with the 
conjugate, an d tlie occi pi to -f rontal with the transverse. yjThe 
aagittal autiire ia directed, toward the promontory J^ The anterior 
parietal bone now becomea the fi xed point and pivotsagainat the_ 
pubea , while the jioBterior parietal descends below the promontory. 

^In^rder to aceomplisU this descent, the transverse diameter of 
the ftetal head. UlU9t.be _Bliart§iLed.^In some cases the jjoaterior 
parietal bone_maj^become fixed against the promontory, and the 
Anterior parietal descend rirst..^(After the head has descended into 
the cavity ~aeirvery is efFected by tlie norma) mech_anism of labor. 

"Jtln a pelvis where there is a marked projection of the promontory, 
giving to the superior strait the form of the figure 8, the head 
may descend through one side of the inlet; of course, this can 
only occur when the head ia very small and the pelvis originally 
very wide, the mechanism being the same a^ in the generally 
contracte d pelv is . 

^In breech presentations, the feet, as a rule, descend first; if the 
deformity be alight, the delivery of the body is followed by that 
of the head in a Iransveise position and tiesed. 
y In the treatment of labor care should be taken to prevent pre- 
mature rupture of the membranes. yjf the bead fails to pass the 
inlet, the indication ia to deliver by the forceps or versionj^ The 
gam e rules guide us in the itidicationg for the Ciesarean section, or 
embryotomy, as already referred to. under the head of the geoerally 
contracted pelvis. 

How is the diagnosis of pelvic deformitieB made T Fig. 57. 

1. P>-o/>riUr .Siguf.— 

yC a. Hlntori/ of paiient. Inquire as to the diseases of infancy 
and childhood ; the age when walking began ; at) to any 
congenital or acquired deformities; asjo injuri«) of the 
agine_or pelvis, and whether a luxation of one of the 
femurs occurred in early life.y J_f^ the woman has previ- 
ously been pregnant, inquire as to her labors, ^whether 
natural or^ artificial ; also as to whether the child was de- 
li^w;ed living or was stiU-botu. 
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6. Appearance of the body 0/ the paimt. See if the hips are on 
the same level, or if a,uj ankylosis of the jriinU exiBts. 
jt BTsamine the spine, and if any abnormal curvature exietn 
inquire when it made its appearani;e^Vlf the deformity 
occnrred in infancy, the dis ease was probably rieketa and 
the lower limbs will generally be found beni, und, aa a 
niie, a deformity of the pelvia exists, jl On' the other hand, 
if the deformity first manifested itself in late childhood, 
it was not caused by rickets, and the pelvis is probably 
normal. >aif the patient is lame, inquire as to the .cause 
and the age when the deformity Grat occurred- 
^ 2, Certain Sirjits. — These signs are determined by pelvic measure- 
menla or pelvimetry. The instrument with which these measure- 
menta are made is called the pelvimeter.'-f, Before using the pelvi- 
meter, the accoucheur should determine, with his hands, tlie 
position of the hipa, the size of the iliac bones, the depth of the 
ijjacfossiB, the width and curve of the sacrum, and the position of 
t he p ubic aymphysis. 

1. External Pehimrlry.— 

a. Between the anterior superior processes of the iliac bones, 

10 inehea. Ji ^ ^ . . - 

b. The greatest distance between the iliac crests, 11 inch^. X / 
c The distance between the great trochanters, I2J inches. 

If these measurements are normal, there is no lessening 
in the transverse diameters of the pelvis. 

d. The cKterual conjugate, 7.9 inches. This diameter is deter- 

mined by placing one of the knobs of the pelvimeter over 
^e spinous process of the last lumbar vertebra, and the 
other upon the middle of the anterior surface of the pubic 
sjmphysiar-j By deducting 3.1 inches from the measure- 
ment of the external conjugate, we approximately deter- 
mine the true coujugatc.ylf the esternal conjugate is 
decidedly lessened, we know that the true conjugate is 
decreased, 

e. The circumference of the false pelvis is 35.5 inches. -^o 

determine this measurement we place the end of a tape- 
measure at the spinous process of the tost lumbar verte- 
bra, and carry the tape along the crest of the iliac bone 




the pelvis measures more than the other, it is asymmetri- 
cal. i; We may also ascertain any want of symmetry of the 
pelviH hy " meaauring the distance of the trochanter o( 
one side, to the middle of the iliikc ureat of the other," and 

2. Internal Pelvimetry. — See fig, 58. 
a. IJte diagonal confuffatr.^fTbie diameter is taken from the 
posterior edge of the eyraphysia pubis to the aacro-verte- 
hral angle.yTheinde* and_middle fingers of the left 
hand are introduced, into the vagina and carried upward 
aud backward nntil they touch the sacro- vertebral angle. 
Then the nail of the indes finger of the other hand marks 
the point of contact of the internal hand with the suh- 
pubic ligament; the fingers are now withdrawn from the 
vagina, and the (fistance from this mark to the tip of the 
finger meaaurcd. To determine the true conjugate we 
subtract from this measurement five-tenths to ueven-tenths 
of an inch, if the height of the aymphysia is one it"-^ ""'l 
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B. half. This BUbtraction will, of couraSj vary somewhat 
"in Uie diffcreut deformities of the pelvis. 
•y Meaeiiremeids nf the 0«/&i.^Thc8e diametera are of less 
' importance than those just described. To determine the 
ante ro- poster! or diameter, place the patient upon her side 
(left)', and with the index finger of the right hand intro- 
duced into the vagina, while the thumb is placed ex- 
ternally, mclude between them the sacro-coccygeal joint. 
The tip of the fiager is kept pressed against the joint 
while the point of contact with the subpubic ligament is 
Bjarted by the nail of the index finger of the left hand. 
The finger is then withdrawn and the distance measured. 
)(The an lero- posterior diameter may also he measured by 
the pelvimeter. One knob is placed externally over the 
sacro-coccygeal joint, while the other ia pressed against 
the under surface of the symphysis pubis. v The actual 
diameter is then obtained by subtracting from this 
measurement 1 to \J> centimeters. 

The transverse diameter ia obtained by placing the 
knobs of the pelvimeter upon the tuberosities of the 
ischite and deducting from the distance tae.asured betweoa 
these two points, 1-2 centimeters. 

What is the dia^osis of tlie generally contracted pelvisT 

Ji, Al! of the measurements are found to be below nornial.^-In the 
masculine pelvis, however, owing tJi the thickness of the bones, 
the distances between the iliac crests and between the anteiioi 
superior spinous processes of the iliac hones are found to be bat 
slightly altered, or even normal. 

What is the diagnosis of the simple flat pelvis T 

^ The transverse diameters and the circumference of the fake 
pelvis are normal ; the former may be slightly increased, andthe 
latter slightly decreased, but symmetrical..^ The external conju- 
gate is always lessened, the true conjugate, in most cases, being 
3j ^ in ches. 

What is the diagnosis of the simply fiat rachitic pelvis T 
V There is a history of rickete and evi Jeiices of the disease iu other 



p ortinna of the Bkeleton.'y^ The diatance a between the anterior 
euperior spinous pncesses and between the iliac crest are equal; 
the distance in aoms cuses between the former exceeds thut be- 
tween the latter. The external conjugate is always shortened; 
i£e trne conjugate is diminished. The anterior poatcriorj aa well 
as the transverse diameters of the pel ric outlet, are large, compared 
witTiThe deformity at the superior strait. 



V, The chief cause is thinning of the lower uterine seeiuent.';ii)ther J 



Rupture of the Uterus. 
What are the causes of rupture of the nterus t 

_ ind the r 

horned uterus. 

What are the couditions necesB&ry for a luptore to occur ? 

7a Mai presentation or_undue3i/e of the fcetua (hydrocephalus),. or 
pelric deformity. 

Explain the meohaniam of mpttire dae to thinning of the 
lower segment. See fig. 59. 
lu a normal labor the upper a^ment (fundus and body) of the 
uterus thickens, while the lower is thinned and stretched. The 
boundary line between these two portions of the uterus is marked 
by a ridgC] which, however, is not the internal os uteri, but is due 
to a retraction of the muscular fibres of the body and fundus. 
Thjis ridge is termed the " contraction ring," or ring of Bandl, or 
Schroeder.v This ridge or contraction ring, during a normal labor, 
is situated on a level with the jielvic inlet. Now aupjiosc, instead 
of the Dormul resistance to the advancing presentation, one or 
other of the conditions necessary for rupture to oi'wir exists ; we 
will then have the uterine etforta increased, and the cimtrnc- 
IJ^OB ring will be withdrawn upward until it reaches above the 
guhes, or in the neighborhood of the umbilicUB. VThua, the lower 
s^iment of the uterus will be greatly thinned and stretched, while 
tEe fundus will be thickened. 

What is the diagnosU of threatened rupture 7 l^ice fig. 60. 
Vl- The contraction ring is high up, :it "r ncir Iho umbilicus. 
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V It ia higher on the left than. on. the right side, on account of the 
right obliquity of the uterus. 

)( 2. Above the coulraction ring tlie uteraa is thickened ;J)elow, 
atretcheiJ and thinned. 
y3. The round ligaments are greatly thiclcened, and feel lite 



tense corJa. 

4. There ia great pain in the supra-pubic region. 

5. TliTTatpor ia protracted, and the preaentmg part fails 
descend. 

Fio. fiO. 



I 




What is the diagnoBia of rapture ? 

Vlf the rupture occurs suddenly, uterine contractiona cease and 
^mptoms of collapse set in ; signs of internal hemorrhage und 
shock intervene, and blood escapea from the vaginn.yThere is 
W«o a recession of the preaenting part^If the child escapes into 
the abdominal cavity, the uterus will 'be found to be empty, and 
the fcetal ouCliuea can be traced by palpation. 
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^ If the rupture be incomplete, the symploms are Iras pronounced. 
The presenting part does not recede, and uterine contraetiona 
may continue. 

What are the catiBes of death following rupture t 
J^ Septicsemia, shock, find hemorrhage. 

What li the prophylactic treatment ? 

^ The accoucheur »hoiild guitrd aguinst tjiia accident by the recog- 
nitiDn and removal of the causey The treatment of undue e 
(hydrocephalus) and mal presentations of the fcetus and pelvic 
deformitieit has been discussed else w here .)|^If the ftctua be dead 
and the shoulder presents, embryotomy ia indicated if Bymptoma 
of threatened ruj)ture are present. 

What are the indications in the treatment of rnpture f 

Xl. &capo_j)f.djild entirely or chiefly into the abdominal cavity 
The indication is abdominal section. 
y 2. Chijd jiartly within arid partly without the uterus. The 
'^indicatiuMH are : 

]f^ a. Deliver by the natural passages if it can be aceompliahed 

without enlarging the uterine opening ; or, 
Jr ^- If this cannot be done, then perform abdominal section. 
. ^ 8. If the child is entirely within the uterus, deliver by the 
natural pimsagea. 

Ahdominal section is probably indicated in all cases of complete 
r upt ure. Qven where extraction jter viae ntitiiraka has been accom- 
puuied, unless uterine retractions close the laceration. 



Inversion of tbe tTtems. 
What is inversion of the ntems 1 

The fundus becomes more or less depressed. 



covi'ring is inleriial while the ml 
iw up-side down and wrong-aide 

How many degrees of 

Three, vii., I, simple depreasi; 



that the eeroos 
external; "theo^gui 



are recognized T Fig. 61. 

the fund us ; 2, parti al inver - 



t., where 'tbs_iuiulua_d^ueiida apd. i^ suxrounded by ^ e 
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iviiere the uterua protrudea out- 



cgjybt i 3, complete invi 
^eofUUe Tulva. 
What are the oauaes 1 

^ Inveraion of tlieut«ru8 is alwajB preceded bjjinreais of a portipii 
of the uterine muscles, some authoritiee holding that the paraljBJs 
is at the j^ilaceutal site^ Among the ininiediate causes are, pressure 
ujion tiio fuodua over the abdomen, and traction upon the cord, 
the result either of a ahort cord or delivery in the erect position, 
or to interference on the part of the accoucheur)) Violent bearing- 
down eil'orta will also cause the accident under favorable conditions. 

What are the H;^ptoiiis of aoute inversion? 

1, pain; 2, shock; 3, hemorrhage. 

The more Biiddcn the iuvereion the greater the pain.^The hemor- 
rhage may or may not be profuse. 
What is the diagnosis t 

There will be found m the vagina, or projecting from the vulva, 
11 large, Noft, gjobular tumor. livid red in color, whicb ia limited 
above by a constriction, the cervix uteri. The placenta may or 
may not be adherent to the tumor. Palpating over the bypogaa- 
trium the absence of the uterua will be noted. 

An inverted uterus may be miHtaken for a fibrous polypus, but 
this error can be guarded gainst by a careful manual examiu&tioiij 
^Tbe bladder should in all cases be emptied with a catheter. 

What is the prognosis ? 

The prognosis depends upon the rapidity with which the uterus 
is restored. i'The greater the delay the more difficult the reduction 
bjcouieB, and the more serious the condition of the patient. ;<■ The 
causes of death are, shock, hemorrhage, and iuflammation, or 
gangrene of the uterus. 
What ia the treatment 1 

■^ If the placenta is adherent, remove it, and at once reduce the 
uterus to its normal position. The following methods are advised 
to eftect reduction : 

1. Central Tax U. — Pressure is made against the fundus of ths 
Uterus with the Angers inUie form of a cone, or with the fist. 
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2. Peripheral Toxin.— 'R^X. the fundus \a the palm of the hand, 
and place the fingers anS thumb along the sides uf the liodj of the 
uterus, and insert them into the conatriction at the cervix. Then 
jjaduiilly stretch tjie cervical ting, at the same time endeavoring 
to jjiide the hody oC the uterus past the cmiBtriction^By this 
iiiethi>d we return firat tliat jiart of the uterus which escaped last. 

3. Lnl-Ttd Tirjif. —The uterus is grasped hy the hands, the fingers 
making I'liunier-jirewure, while the thumb depresses the opposite 



t the point of constriction. The^thumb, hy 
JepressioD, sinks further and further, until the ( 
reduced. 

4, 2^oe^eriith'a Mdhod. — This "cpnsista in plac 
fiuger on one cornu of the uterus, and the thui 
and in endeavors made to push in first oi 

In performing tasis counter-pressure 



ing the 



the iodei 
the other, 
J then the otlier." 
tie made with the 
disengaged Laud, either above the pubes, or bj tw > fingers intro- 
duced into the rectum. In all cases of recent inversion the rule is 
to use the hands, and not instruments, in effecting reduction. 
XAfter reduction bos been accomplixhed, the subsequent treatment 
i i^that of uterine atp nv . 



Post- pallium Heraorrbage. 

How is poBt-partum hemorrhage divided ? 

Jf Into 1, rrimarj hemorrhage, with 



[:oudar 



after delivery. 
baei^ueTit to the Jirat sis hours, ant 



^ 



Primal 1/ Hnaorrlmge. 
Wbat are the oaaseB of primary post-partum hemorrhage? 

>r Cteririe inertia is the prime cause. Vine rtia may depend upon 
great distention of ilie uterus {polyhydramnios, twins, etc.), a rapid 
o_r slow labur. jt feeble constitution , albuminuri a, anjeinia, emotional 
causes , a jiredis position to hemorrhage in certain women, anJ im- 
[lerfect development of the muscular fibres of the uterus. 

Neoplasms of the uterus, Jears, and inversion, are also causes of 
Ijemorrhage. 
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What are the symptoma 1 

XAa a rule, there are no precursory symptoms. j( In ST'Pie cases, 
however, there may be a alight increase in the nite of the puUe, 
the patient being reatle^, and complalaiugof thirat. jjThe hemor- 
rhage usually comes on suddenly and ntthout warning.^ It may 
beinternal or external, usaally br>thV<Palpating over the abdomen 
the eiamining hand no longer feels a hard, round, resisting body, 
but the ulerua is found enlarged, soft, and relased.xin some c<se$ 
it^is impossible to outline the uterus. y The patient, unless treat- 
ment be promptly resorted tij, mpidly sinks, an d die s from the loss 
of blood. 

What are the indicationj for treatment? 

yi. ?ii Jyiicer the Pnlienei Head. —Take away the pillow an d bolster 
and rajae tlia.JflOt.oLthS-h^ 

72. 7b ExcUe Vlfrhie Cniitrartion'. — The moat prompt imd ef&uient 
method is the injeetiuu of hot water (110' F.) directly into the 
cavity of the uterus by means of the Davidson or fountain syringe. 
While waiting for the hot water and ayriage introduce one hand 
into the cavity of tho nierus, and with the other make pressure 
upon the abdomen, thus compressing the uterus between the two 
hands.yA better plan, however, is to throw the uterus into a, 
pi)sitioa of strong anteflexion IBr eiahy's method W ThJa is accom- 
piiahed by inlriHludng one TJaWnnl^n^ragiiia. carrying it up- 
ward into the posterior eul-de-sac, and fixing the lower uterine 
segment. The other hand is pressed deep down through the 
abdominal walls behind the fundus, which is then pushed forward 
as tar as p(»sible.y While uterine contractions are being cacltg^ S 
hyp odermatic injection of ergot should be given by an assistant. 

S. Th OivTcome ihe immediate Effccti of the Hetnorrhage.-^ixV 
ghuric ether should be given hypodermatically, and compression 
made upon the abdominal aorta, x'l'bc blood may also hi forceid 
out of the lower extremities into the heart and brain by means of 
bandages (auto -trans fusion). It may also be necessary to resort to 
transftisioii of blood, or milk, or saline solution. Orandin advises 
the following formula; Chloride of sodium 60 grains, chloride of 
potass. 6 grains, phosphate of soda 3 griiins, carbonati! of soda 20 
grains, distilled water to 20 ounces, the whole ha ^^ to 90° F- 

i 
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4. Other Means to Exeiie Uterine OoiUraciioaB.—The foradic cur- 
rent ia one of the moat scientific and prompt means lo etinmlate 
contractions of the uterus.^ A sni^lj pocket batterj-, iphich can be 
conveniently carried, will answer all indicationa.^Among other 
remedies may be mentioned the application of cold, either in the 
ffirm of ice applied to the abdomen or introduced into tlio uterus, 
and theinjectioninto the uterine cavity of aiilts of iron.XA pocket- 
handkerchief saturated with vineganind carried up iutu tiie uterine 
cavity in strongly recommended by Penrose. 

What is the after-treatmeDt of post-pa rtum hemorrhage? 

/fThis consisls in the ailiniulstration of opium luid ergot. y.The 
diet should be nourishing, and at first given in small quantities. 
Vlf the stomach rejects food, nuLrient enemata are called for.^ In 
some cases alcohol in some form is indicated, y Compression of the 
Dterus should be made by meaDs of towels as described in the 
chapter on the conduct of labor. 

iSremuliirii Hemorr/iaije. 

What are the caases of secondary poat-partam hemor- 
rhage ? 

J The cauHca already given for primary may also jjroduce secondary 
hemorrhage. /Usually, however, a eecondary hemorrhage ia due to 
a retention of a part of the placenta or membranes, or to a pla- 
centa Bucceaturiata.*f. Sometimes a displacement of the uterus will 
give rise to the disorder. 
What 1b the treatment T 
The routine treatment is the same as that already described foi 
■ a primary hejiiorrhuge.jt Correct any displacement of the uterus 
which (nay esiat as a cause, or era[>ty the uterine cavity of any 
foreign substances which it may con tain.y Ergot should be giveu 
for several days. The after- treatment is the same aa tliat of 
primary hemorrhage. 



Puerperal Septicasmia. 

What is puerperal septicemia 1 

M' 'An acut e febri le affection, heterogenetic and ■ 



M 
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Wbftt U the catiM of Mptiesmia T 

y Ttii *-ffiic hi'jculati'in of wunodj of the nterm q t TiilTO-t«ipiaJ 
caiDil Ir^ a [fiiijMtn iiitro<Ju(.'ed &'>in without, the euct nature^ 
which i. ijot fcnown. " ^^ 

Wb7 u_ tepticieiBia more fre^nent durin g the winter 

•eaaonT 
if On account of a •raat-of iwraoaaJ cl^nlinraa md proper yen- 
tlliition, 

Why it •epticeemia more frequent in primiparee t 
y IkuiuiH! th'! liib'it la I'riiger, there In more inlerre repce on the 
.rid alnii on account of th e greater liability 



(tarL of lliii Hi^i.-iiiiuhi-u 



Under how manj' forma may septicemia be stndiedl 

Thri"-: I, licnijjn I'lrm ; 2, gruve form ; 3, late f orm. 

Describe the lymptomi and coorse of the benign form. 

Time i(f ()minviii-e.—l\, Hsuiilly begins about the thir d day ; it 
amy ho hklur or eurliur. 

4VUUI.—k* u rule, tUfi^dis^ae l«ginH with a__cliU!, m ore or lesj 
voro. 

fiiiinr.— The chill in followed by a fever, the teniperature_rM^- 
Ing 104' v., or higher; itjhen fallBto 102.S°.yThe temp erature 
remaiiiM ut thJH point, with aa evening ruiae, for seven to ten days . 
\(f ZooAi'i, — The How ia diminished or arrested, and, as a rnle ,^ 
'olfbnBivo. 

^ The Srrrrfion iff Milk. — T he secr etion of millt ia lessened or 
arnwtwi.y'It is prevented iFthe dieeBse Vegins^ before the third 
day, 

^JMit. — Bftvoro pain is felt on pressure in the lower portion of the 
itbdouien. 

yOWiw,— There Is^an arreot of involution; the uterus beinglajge 
' and iMift-v In soino taiKw a swelling may ba felt at the side of the 
ut^-riiB. ' 

V, ''*"""''*-— There is usually an irritable condition of th e atonuc^ 
with nuudca and vomiting. 
^ AmvA.— As a rule, ootuUfation exiete. 
V £fM«— JJo aJbumon. 
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in con valescence ^nd recovery, or Jhe patient, may pass into a 

typhoid state. 

SfThe disease may be mistaken for malarial fever. 

What is the diagnosis between s#ptic lymphangitis and 
septic p hlebitis ? 

Lymphangitis. Phlebitis, 

Begins early . Begins late. 

Chill more or less sevexp. Chill severe, and recurs at irreg - 

ular intervals. 
Temperature uniform . Temperature, great variations, 

associated w ith perspiration. 
Always extends upward. The distribution of the poison 

"""* is general . 

Lymphatic glands involved. I^QtJQvpJyed^ 

The disease becomes loca lized. Usually extends. 
Perit oneal abscesses. General absce sses^ 

XAbdomen painful. ;**Abdomen*n^hmm|ul. 

VAbd omen swollen. V, Abdomen not §wol|fifl. 

Tumor or swelling at the side of No tumor or swelling, 
the uterus. 
X Constipation . V Diarrhoea. 

^/ Lochia offensive. / Lochia offensive. 

How is the treatment of septicaemia divided ? 

Into :^1. The gro£hylactic treatment, 
y 2. The curative treatment. 

a. Essential or local. "' -^ 

b. Symptomatic or constitutional. >^ 

Describe the prophylactic and curative treatment of septi- 
caemia. 

Prophylaxis. — This subject has been sufficiently discussed in 
Jhe chapter on Antisepsis. 

*^ Essential OR Local Treatment. — This consists in eradicat- 
ing the source of the poison by means of antiseptics. 

Antiseptics emploi/ed.y Corrosive sublimate is the most efficient, 
antiseptic in use. For vaginal injections it should be used in a ^ 



i 



solution of 1 part to 2000 ; for a __ 

acid ia a remed y upon which bu t UUla_relia 
it should never be used, escejit as a. substitute for corrosive sub- 
limate in cas e symp toms of poiBOning with the latter drugmani- 
fest themielree ; a three or fivejjercetit. aolutioQ should he used 
for vaffinal or uterine irr jgafein^ 

PtecaulioM againet poiioning with nntisepiics.^ The vagina or 
uteruashould be freelywaahed ou t with warm distilled wAjer after 
t he use f an' an t iseitticJuJ ec ti o n . , 

Means /or employinij mjecHoits. For vaginal injections uae a 
fountain or Davidson HyiingeX ^°' uterine irrigation use Jioze- 
man^s catheter, attached to a. fountain or^jDa^idaon syringe; 
CEamherlain'e glass tube, or an orilinary soft catheter, _will 
answer perfectly well. To case of neceasity, the no«zle,of a^foun- 
tain or Davidson syringe may Tie iia^^In ming iutrn-uterina 
iriject ^ na care sh ould be taken to guard against the entrance of 

Freqimiicy nf anlitepflo injfrfion^.yt Thei r frequency depends upon 
the indications ^^ Usually they are to be given twice Tii life tweh'ty- 
four ho urB. In some cases It may "Be necessary to employ them 
more freq uently, three times ojl often er in the twenty-four hours, 

Iniiicalioiie/or hni/ /realiiie'it:^ Elevation of tlie temperature, 
unless dependent upon ioflauimation of the breast or of the nipple, 
and offensive lochia. The a bsence of a chill h not a contra indi- 

The above symptoms call for vaginal injections, which should be 
continued for twenty-four hours, wheu intra-Uterinc irrigation 
should be cmiiloycil, unless the temperature declines and the 
character of the lochia changes^ If the temperature and lochia 
show no improvement after twenty-four or forty-eight hours, the 
uterus 8liouT3"then be emptietlof fragments by means of Emmet's 
curette forceps, or tbe dull w ire curette, and ihe intra-uterine 
antiseptic injec tions continued. ~ 

^Symptomatic oa Cosstitutional TREATMENT.^ff/^A h™- 
peraliirt. The ilniga^iiaua!ly employe j to reduce the temperature 
are. saltc|^a(e of soda. saTicylic acfd, (juinioe. whiskey, and anti- 
pjtine. 
y&Jic jlate of soda ia preferred to salicylic acid; either il-"" 
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BhoLi ld begiyen in diiaes of tento twenty grains, every four hours, 
if af ter four dosej liave been a(iiiiinistere3, tlie tenijierature doca 
not decline, the treatment sliould be eiianged. 

^ Quin ine may be given either by the mouth or by the rectum, in 
doses often tii fifteen grains, three times iti the twenty -fou r hour s. 
^^ Alcohol is ea^cially iiidiuated as a tonic and antipyretiu in 
grave caaes.yTt should te given in milt at regular intervals ; tlie 
nnantit y used in the twenty- four hours variL-s froin eight to sixteea 

V Antipyrine may be given in a dose of ten or fiftfe o grains . 
UsuaJly within an hour or two the temperature declines ; if, how- 
ever, this reduction does not occur, the dose may be repeated. 
^Pain. Opmm_mayhe given by the mouth, or liypodermaticallj, 
or by th e rectugi.><lt should be given in large dosea if perit oniti s 
ia present. 
^ Sleeplesmti'. Give opium, chloral, or bromide of gotassium. 
y Vomiting. Use sma ll qunntitiea of_hot water at Frequent i nter - 
vala, lime water, ice, or champagne. ^Counter- irritation to the 
epigastrium and hypodermatic injections of morphm are also 

)C InUetiital h/>npaintes. Use strychnia in the form of nux vo mieaj 
rectal injections of salt water,, cold applications to the ahdcuB:^ 
the ia trojuction of the rectal tube, turpentine stapes, or. finally, 
capiTTaiy "puncture of the intestines. " 

Kf^bvielx. A free action of t!ie bowels should be tept up. Give 
eitherjin enema of anlt and water or a mild lasative. The use of 
calomel is highly reeonimende<l by Dr. J, C. Da Costa ; he advises 
at first a decided dose (five to ten grains) to be given, followed hy 
smaller dosea (one-quarter to one half of a grain) repeated every 
liour until the bowels are freely moved. 

fbtid. jf'Fhe patient ahou|d be given nourishing and easily (li- 
geati ble food) sjich aa beef-tea, milk, broths, etc. 
y IniHmlion _for atxlominal sfti"". \yhen the effusion into the 
peritoneal cavity " is chiefly liquid." 
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OBSTETRIC OPERATIONS. 

The luductiou of Premature Labor. 

What are tie indications 1 

The induction of prematare labor iajusti liable in cases in which 
Ilib life of tbe tnotbcr _pr cbild, or both, are in danger, &om tbe 
lurther continuance of' jireg nancy or delivery at 1«rm. 

1." in ihe Interests iiftht. Child. 

V a. Habitually large size of the fcetue, and premature ossifica- 
tion of tbe Jcetat head. 
^ b. Habitual death of tbe fwtua in tbe latter part of pregnancy. 
^ c. Pelvic deformity and neoplasniB. 

2. In ihe Inferati of tlif^Mother. 

Among the condijionsreijuiring the induction of premature labor 

may be mentioned the following uUterine hemorrhage (accidental 

an3 unavoidaT)le)j^hyperemeaiaJ( acute and chronic affections of 

the heart and lungaj^polybydramniosyascitesy abdominal tumors; 

■^ albuminuria ^ eclampsia j_and chorea. 

How may we arrive at a probable conelnsion as to the size 

"of the fcetus t. 
y\. A history of large children in previous pregnancies. 
V 2. The health and size of the mother. 
y3. The size oTthe father " 

U4. The period of the woman's sexual life ; children born early 
or late in life are nut as large at) those born during the intervening 
|ii'ri(id. 

h. The number of previous pregnancies; the size of the ftetua 
increases with the number of births. 
What is the best time to induce premature labor t 
.■ I . Haliitwi'ly Dirge She nf tlif /Wu».— One or two weeks before 
fUll term. " ~~ — " 

^r^abiltiid Death of Ihe Falia in Ihe Littler Part of Pregnanet/.— 
Before the period at which, according to previous experience, tbe 
death of the futltis is expected. The operation is not indicated in 
hal>itual death uf the fcetus from syphilis or organic diseaaea. 
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8. Pelvic DeJormUy and ^eqplijgnie. — The JflUo wing tabla is taken 
from Churpentier : 

a. Pelvis o' 3.S inches. In a multipara labor should be in- 

duced at eight months one week, to eight aud a. half 
months. In primipara wait until term, or. at least, do 
nut induce labor till eight or ten days before term. 

b. Pelvis of 3.3 inches. At eight months to eight and a half. 

c. Pelvis of 3,1 inches. Between eight aud eight and a liaff 

months. 

d. Pelvis of 2.9 inches. Between seven and a half and eight 

mont hs. 

e. Pelvis of 2.7 inches. Between seven months and seven 

months three weeks. 
/. Pervis 2.5' to 3.3 inches. At oeve n to sevea^nd a half 

jnonths. 
Below 2.3 inches, ahortion should be induced. All of the 
above measurements refer to the antero- posterior diameter 
of the ifl let. ' ~~ ~" "^ 

4. In the IntSfegti of the Mo/iter. — The condition of the mother 
necessarily detenninus the time of inducing labor^The lunger 
lEe operation isdelayed, however, the more favorable the prog- 
nosis for the fiBtuB.l'The child is viable at the end of the set£a.th 
month, but the period of virtbility la now placed earlier, since nrti- 
Qoial feeding (gavage) has enabled children to live who were horn 
prior to that time. 

What is the prognosiB in tbe induction of labor ? 

The prognosis should be guarded; it is unnatural and the 
liability to puerperal diaeaBCs is~greater. 
Wliat are the methods in nee for inducing labor ? 
>1. '/lie Iiitroduelimi of nn E/n^t!''- Boifjie, or Cafheier. belmem Iht 
Mai^mnet and Ihe Wiilli <ij the Uterus.— The bougie is i'»refii]ly 
introduced until tjie instrument is almost entirely within the 
Uterin e cavity, and allowed to remain until the os is dilated. A 
tampon is rarely necessary to keep the bougie in position.'/ By 
lea ring two inches ofthe end of the instrument oulside the cervix 
it rests upou the vaginal wall and prevents the bougie from slip- 
^ff^out of the uterus.jf In primiparte it uiay be necessary, in some 
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Kuae», lo dilate the cervix with a tupein or sea-tangle teut, hefore 
resorting to the bougie ;^or vugiual douehea may he employed. 
Vljabor usually follows the introduction of the hougie in the course 
of ft few hours.jil Sh'^y''^ '"*""■ "'*'' occur within forty-eight hours 
some other method should he employed, 
"2. Arlifinat DU'ttatim nf the Ckrvix. 
y a. Barnes's dilators. 
y. b. TariilePs dilatoV. 

Tupelo or aea-tangle tents are resorted to aa preparatory to 

y 3. Douehtg. — Use a fountain syringe holding a gallon of water, 
at a temperature of 106° F. At first use three douches in the 
'enty'- four hours ^(each injection lasting from ten to fifteen 
ites.yLater on the number and duration of the injectinna 
id upon the effect produced, and upon the rapidity with 
delivery is to he axjcompliahed. The number of douches 
depends upon the case ; usually twelve injectioiia are all 
BTfl necessary, v" The douche acts by the warmth of the water, 
ulation of the lower uterine segment, and hy dilatation of 
,X"£'na.'' 
^A. Rupture nf the Membranes. 

How would yon induce labor in an ordinary case ! 

Give a vaginal injection in the afternoon, followed by the intro- 
duction o^f a bougie, which is left in the uterus over night. Tf 
necessary, repeat the injection nest morning; usually, liowever, 
within twenty-four hours the cervix is soft and dilatable. Barn es's 
dijatora should now be used to complete the dilatation.-y^The suh- 
aequeot care of the case depends upon uircuiustancea ; as a rule, 
trie case is left to nature.^ Occasionally, however, the delivery is 
accomplished by version, or the use of the forceps. 




The Induction of Abortion. 

What are the indications ? 

y The induction of abortion Is Juatltiable whenever the operation 
offbrs the only chance of saving the life of the niuther. 
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r]. DueatBti^ the Mother dr^irwicai upoa Pnyaimry.— 
ut one of the m'jrt frtiqiteDt iadicadons. 
>®. Dixara d/ the M'llhtr iudepeitdaU tf Prtgnatit^. — Vftusutnf^ 
tbe faean, lungs, and kiilaere, when ihe ejmptoms are pernliartj' 
l^ve, may Ire montionetl aa among the indicaliona. 
J( 3- OliOtwIion of the BiHh-ranaS, due rithrr to Pehir. JhfoTTaiiy or 
Smfitiunu — In caaeH of exlreme pelvic narrowing, the woman taxf 
elect either ite induction of abortion or Ciesareaa section. 
y 4. [ferine Dixplaefiteiit), — Ketrover^on or retrofleiion. with in- 
carceration, and ca-fs of prucideulja wliith aiv irreducible. 

Vs. IHuMfni <if Ihf Orum. 

Wlutt ii the best time to induce abortion T 

If the JQiluction of abortion be decided upon for disease, the 
time in, of course, » secondary consideration ; the condition of the 
patient is of first iinportauce,,,(rThe best time to induce abortion is 
during the firtt two monthH, or after the flfth.^It ia between these 
[wriods thai serious hemorrhage and retention of seuundiues ar^ 
\We\y to occur.^ylf the operation is indicated on account of pelvic 
derurmity, the following table, tafcen from Luak, will guide ua as 
to the latest period it may be performed: 



ATileru-j/iMlKrior diameter 

'» One and a half inch. 
. One and a quarter inch. 
. One inch. 



Lalat psriod/or inducing 

aborlion. 

' Beginning of sixth month. 

' Beginning of filth month. 

^ Four mouths and a half. 



What IB tlie pro^osis ? 

' Cjenerally good ; however, it depends upon the condition of ihi' 
(intient, and the cause. 

What are the methodg in use for inducing abortion T 



, Tuiiclo,.] 



■rujiclo, 






I) the cervical canal. 
.K 2. IHincturitig the membranes with a uterine sound. 
.■r S. Mediuines, electriuily, intra-uterine injectiona, etc. 

In lale abortiona. i. e., after the fifth month, the methods are fte 
■ame as already dencribed in the I'hupter on the induction of pre- 
mature labor. 
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Version, or Turning. 
What is version? 

■,,'Version ia an operation by means of whicli one preBenting ftetal 
part is changed for another. 
How is version divided ? 

Intel. Ce/jhalic renion , or IJ ie Buti Bt itatio o of the head for the 
^oulder o 



T theaiitffltitutionof the breech for the shoulder 

X'^- Pndalie. iterslon, or the bringiug down of one or both feet; 
thia operation ia a variety of pelvic version. 

Oepbalio Version. 
What are the methods of performing cephalic version t 
VI. Internal iiniJ eitemal veraion. 
V 2- Est4?rnal version. 

Describe the operation of version by the internal and ex- 
ternal methods. 
;x ]. Wi'iijIU'it ^/c/Aoii.^" Suppose the patient to have been placed 
upon her back, acroaa theT)ed,and with herhipa near its edge, the 
presentation to be the right shoulder, with the head in the left iliac 
l^sa, the right hand to have been introduced into the vagina, and 
the arm, if prolapaed, having been placed aa near as may be in ita 
i)riginal poaition, across the breast. We now apply our fingers 
upon the top of the shoulder, and our thumb in the opposite axilhi, 
or on such part aa will give us command of the chest, and enable 
Ita to apply a degree of lateral force. Our left band ia alao applied 
to the abdomen of the ])atient, over the breech of the tietua. 
Lateral pressure ia made upon the aliouldera in such a way as to 
give the body of the foetus a curvilinear movement. At the same 
time, the left hand, applied as above, makes pressure, so as to dla- 
lodge the brecuh, as it were, and move it toward the cenlre of the 
ut«rine cavity. The body ia thus made ti> assume it« original bent 
poaition, the points of coutaet with tbe uterua are loosened, and 
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perhaps diminished, aod the force of adhesion is in a good degrw 
overcome. Without any direct action U[>on Ihe bead, it graduallj 
approach^ the superior strait, falls into the opening, and will, in 
all probability, adjust iteelf as a favorable vertex presentation. If 
not, tbe head may be acted upon as id deviated i)OBilions of the 
vertex, or it may be grasped, brought into the Btrait, and placed in 
correspondence with one of the oblinue diameters." 
V'2. Braximi Wekt'- Method.-^" Introduce the left haod into the 
vagina, as in podalic version, place the right hand on the oulside 
of~tlie abdomen, in order to make out the pi>aitioii of the ftctus, 
an'd tlTe direction of the head and feet. Should the shoulder, Jw 
instance, preisent, then push it with one or two fingers on the top, 
in the direction of the feet. At the same time pressure by the outer 
hand should be exerted on the cephalic end of the child. Thia 
will bring down the head close to the os; then let the head be 
received upon the tips of the inside fingers. The head will gluy 
like a hall between the two hands, it will be under their qommjind. 
and can be placed in almost any part at will. Lft the head then 
be placed over the os, taking care to rectify a^nj tendency lo face 
presentation.*- It is as well, if the breech will not rise to the fundus 
readily after the head is fairly in the os, to withdraw the hand from ■ 
the vagina, and with it press u_p the breech from the eiterim". The 
hand while retaining gently the head from the outside, should 
continue there for some little time, tOT the pains have insured 
tbe reteutiun of the child in its uew position by the a<laptation^of 
the uterine walls to its form.'' 

What are the conditions necessary for verBipn _by__yia. 

inlernal and external metKods 1 
^^-1. FcEtua movable in uterii; the membranes may or may not be 

intact, 
^ 2. The cervix dilated or dilatable ; Hicks's method is available 
when the os is but slightly dilated. 

What are the indicationt for veision by the internal and 
external methods ? 
For the safety of the mother or child, or both. 
^ a. Transverse ptcsentations. 
Jf b. Accidental or unavoidable hemorrhage. 
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^ e. Cases of contracted pelves. 
Vrf. Prolapse of the cord. 

Describe the operation of version by the external method. 
See % 02. 
Suppose the position of the shoulder to be a R. D. A., i. e., the 
heaiTiQ the left iliac fossa and the breech upon tlie opposite side. 
The oba tetricion Btandiog oti the right side of the patient, places 
hie right hand upon the fuetal head, while bis left makefl pressure 
upon the breech. The pressure upon the fcetal head is directed 
downward toward (be pelvic inlet, while the breech is pushed up- 
ward toward the fundus of the uterus. When the head baa been 
brought to the inlet, the patient Is placed upon her left aide, and 
if labor haj) begun the membranes are ruptured ; if labor has not 
begun, then S. compress and bandage should be applied. 

When may external versioii be performed 1 

^ 1. In the hitter part of pregnancy. 
^% 111 the beginning of labor. 

'What are the moat important indications t 

Franaverae presentatiooH of the foitua. Jii'It is aiao advised b;^ 
authorities in breech presentations. yHowever, we do not 
nd theoperation under theeecireumsMnces.aa it is useless 
injnujtiparie, while in primiparte, where cephalic version would 
be indicated, it is, as a rule, impossible to perform. 

What are the conditions necessary for version by the external 

method ? 
X 1. Tbediagnoaia must be certain. 

V2. The uterus must not be irritable. 
^•8. The fcetua must be movable 

be unruptured. 



rule, the membranes must 



Pelvlo Vera ion. 



When I 



.. _en may pelvic jorsion be performed t 
Jk^l, In the Utter piirt of pregnancy. 
,y 2. During lubor. 
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What are the methods of performuig pelvic Teriion T 

^1. The external melhod. 
V 2. The internal and eiKrnal melbods. 
^The operation by tije^esiernal method is similar to that em- 
ployed in cephalic veraion.VPtirviD suecee3e3In'changrn|~& 
Bdoultler presentation to that of a breech, by placing the woman 
in the knee chest position, and. at the same time, making pressure 
upon the Hhoulder. 

y Veniion by the internal and external methods is accomplished 
by introducing one or two lingera into the utema and puiihing upon 
th.e j>regenting part, while the other hand, placed esternally, 
directe the head toward the fundus. 

When is pelvic version indicated t 

Vj'E.tterjial version is indicated whenever the breech l ies closer to 
the pelvic inlet than the head. The operation, however, is rarely 
employed, as cephalic version may be performed in n 
^Veraion by the internal and external methods is indicated in 
neglected shoulder presentations ; or it may be employed as a pre~ 
liminary step in podalic . 

Fodaliu Version. 

What are the indication! for podalic version? 

_X 1. TranaverHe or oblique positions, where cephalic version can- 
not be performed or is contraindicate'l. 
_)r 2. Conditions which endanger the life of the mother — f ur in - 

'ya. Hemorrhage. 

^b. Eclampsia. 
yc. Rupture of the uterna. 
a. Gondjtions which endanger the life of the child— for in- 

J( a. Certain face presentations, 
^b. ProlapHC of the cord, 
X". Pelvic liimoru. 
yi I^eIvicd"formity. 
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What are the methods of performiii^ podalic version ? 
i/^ 1. The bi-po!ar method of Eraiton Hitks. 
jif 2, InWrnal version — i.e , the introduction of the eatixajiaud 
into the uterine cavity. 

What are the conditions necessary for version hy Hicks's 
method 1 

J(l. Slight dilatation of the c ervijt . 

if 2. Mobility of the fretus ; the operation, although more difficult, 
ia not always imyracticable after rupture of the menihranea. 
V3. A positive diagnosis as to the position of tlie fffltua. 

Describe Hicks's method of performing podalic version. 

I'laoe the patient npon her side or upon her back ; the latter 
position ia the one most gentrally adopted ia tliia country. ,¥The 
bladder and rectum should be emptied. ;^'he patient should be 
under aniesthesia. JM^be hand selected for rntcrnal manipulation 
should correspond in name to the aide of the pelvis toward which 
the feet of the fretus are directed. Two or three fingers are intro- 
duced through the internal o», while the other hand is pinced on 
the abdomen, the former making pressure directly upon the pre- 
senting part, while the latter is applied to the breeeh directing it 
down toward the pelvic cavity. When the breech has been 
brought down the membranee should be ruptured during a uterine 
contraction. Aft«r the contraction c«u)ea seixe a knee and bring 
it down into the vagina, while, at the same time, the external hand 
presses the head of the fcetua toward the fundus of the uterus. 
If a knee cannot be reached, make pressure upon some. portion of 
the breech, or hook a finger into the fold of the thigh and bring 
the fielvisdown. 

What are the conditions necessary for version by the 
internal method ? 
Jf 1. The cervix should be dilated; 
Jf" 2. The presenting part should not have become fixed. 

8. The pelvis must he large enough to allow the fretiia to be 
delivered after turning. 
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Describe the mtemal method of performing podalic version. 

See fig. 63. 

Have the bladder and recttiin emptied ; the patient nnder s 

thesia ;yher buttocka over the edge of the bed, her feet placed 

upon chaire, and her knees supported on each side by an assistant. 

_)CThe operator either sits or stands between the thighB of the 

patient.^ During the interval of a. uterine contraction, the hand, 

formed into a cone, ia introduced into the vagina and is then, 

passed up to the os uteri, at the same time making counterpree- 




Onaplag the (Mt in podiUs lanion. 



aure upon the fiindua with the external hand. If the memhraai's 
are intact rupture them, and introduce the band at once into 
uterus presenting aa much ua possible the escape of the liquor amai). 
While aearching for the feet or for a foot, &s the poaition of the 
fffitus by making pressure upon the fundua of the nterus with the- 
other hand. To find the feet, pass the hand directly to the antft> 
rior plane of the fietus, or follow the lateral plane until the lower 
■ eilremitiea are found. Having reached the knee or foot, traction 
o be made and the member brought down into the vagina. Aa 
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a rule, it ia better to bring down oulj one leg, as the subsequent 
dilatation of the cervix ia more complete, and there h less danger 
to the child from pressure upon the curd. As biwii aa the leg in 
brought dowD, into the vagina, place a nooae of thick mualin 
^^jund it and continue the tractionVtf the head cannot be dis- 
lodged by traction on the leg, assiated by external pressure, then 
introduce the hand into the vagina and push it up.J( If tmth foet 
lire brought down, they are grasped by the operator and traction 
uiadfe, assisted. at the same time, by externa! pressure. If an arm 
he prolapsed, it is not necessary in all cases to return it/ Place a 
noose around the wrist so as to present its ascension along the side 
of the head. In most cases, after version has been accomplished, 
leave the case to Nature, as in pelvic ])re9entationB. If, however, 
traction is necessary, it should be made at the time of a uterine 
cony^ction and assisted by pressure upon the fundus. The rules 
governing the delivery and the treatment of complicatiouB have 
already been referred tii under the care of breech presentations. 
^The question as to which hanil to use internally is decided "by 
observing that wheu placed between jironation and supination it 
corresponds with the anterior plane of the fcetus."' 

The Forceps. 
What are the powers of the forceps ? See figs. 64 and 65. 

X 1- 4-Mu'"""''' t^fJi?"- — ^Ut*rino contractions are sometimes in- 
creased afier the inlrixluction of a single blade of the forceps. 
^his result, however, is fur from being constant. 
"/. 2. A» 0»nv>rc(wojw.^The_fijrcei>s should never be used as com- 
preMiire, XThe compression should be sufficient only to prevent 
the instrument from slipping.jtThe compression of a diameter 
over one-third of an inch is liable to produce fractures. 
.V3- -4» Lsvcn. — A " to-aad-fro movement " should be associated 
with traction. Lusk holds that the "side-to-aide swaying of the 
forcep-handles " is injurious to the maternal tissues. 
V4. At BoUilort. — The use of the forceps as rotators is not, as a 
rule, advised. 

)?5. Ai 7V<ic/ora.— This is the chief and essential power of the 
forceps. Traction ahould bo intermilteDt and slow; imitatin- 




Locking of Iha blsdua, 
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Nature as closely as posaible.jWbe force exerted should Dot ei- 
c ied 132 pounda , aud the pulliag should be done by the fore- 
arms. |J{The direction of tie traction should correspond with the 
uie of the parturient canal. )( The axis of the birth-canal has 
already been dracribed, and, therefore, requires no further reference. 
To effect axis-traction two methods have been described. One 
known as Smith's, the other as Pajot'a.^In the former, the 
operator graaps the handles of the forceps at the end, while the 




f.ther hand makes downward pressure beyond the lock. In the 
latter, "we apply the left hand as near fls possible to Ihe vulva, 
Ihe right hand nearlhe end of the handles; then weuaesiniietinies 
these two hands iii order to make the forceps, at times a lever of 
Ihe first order, sometimes of the third, sometimes a lever and a 
tiiactor at the same time, sometimes a direct tractor, nccordiug to 
the resistance and the height of the pelvia at which they are 
£iUDd.'>;The best method, however, of securing axia-traetioD is 
by the use of Taraier's axis-traction forceps, or by n modification 
of the inatrument devised either by Lusk or Simpson. 
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What are tlie indications for the use of the forceps T 
y. 1. Wheiiever the life of the mother or child, or both, call for 
immecliate delivery. 

^{ 2. Whenever the ordinary forces of labor are unable to effect 
delivery. 
What are the conditioiLs necessary for_ the use of the 

fOTcejis 1 
■/l. The membrftoea miiat have rujitured. 
Y2. The ceFvix must be dilated or dilatable. 
^(*3. The fcetal head must be normal in size and consistence. 
y 4. The forceps is applied only to the head of the child. Occa- 
BiouftUy, however, to the breech in pelvic presentations. 
X 5. The parturient canal must he large enough to allow the child 
to pass through it. 

X <>. The head mu.'^t be at the supeirior strait, /^he head is spoken 
of us being at the superior strait when the parietal protuberances 
are iu relation with tbe ilio-pectineal line. 

How many acts are inclnded in the operation of applying 
the forceps ? 
Three; via.: 1. Introduction; 3. Locking ; 3. Extraction. 

What are the rules governing the introduction of the 
blades t 

y 1. Apply the blades to the sides of the head. 

2. " The left blade is always held in the left hand, aud ia alwaj a 
applied to thejeft side of the pmvia; the right hla^e is alw ays held 
m the ri&h t hand, and is always a[)j)iie3 to the right si de of t he 
^Ivia." - - _ - 

>f S. No force should be used in the introduction of llie blades. 
V*. "The second blade should always be introduced above the 
first," 

yS. The hand which is to guide the blade should always be intro- 
duced iirst. 

V(). In direct applications always introduce the left hlade first; 
ill oblique, apply that blade first which corresponds in name to the 
e$apiy oblique diameter. For example, in a right occipito-anteriOT' 
gmitiun, the right oblique is the empty diameter, tlierefore appl]^. 
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first the right blade; or. again, in a left occipi to- anterior position, 

the left oblique m the empty diameter, therefore tlie left blade 
is to be apjilied drat. 

What are the rules and precautions governing the locking 
of the bladei ! Ree flg. 66. 

^^. No force should be used to loct the bladea. 
y^2. In oblique applicutions where the right-hand blade has been 
introduced first and is below the left, the bladea must be crossed. 

2^ 3, If the haudles are not in the eame plane and looking cannot 
be effected, then rolate tbem inversely; or, withdraw the second 
blade and again introduce it; if this fails, then reintroduce both 
blades. 

^ 4. If locking is prevented by one blade being inserted further 
than the other, withdraw one blade somewhat, or push the other in. 
5. The handles may not approximate, due to the head being 
improperly seized, or to the bladea not being introduced far enough 
over the head, or to the head being of unusual size. 
y 6. In locking, care should be taken to guard against including 
the hair or skin of the external organs of generation. 

7. The indications that the forceps is properly applied are: it 
locks easily, it gives a sensation of firmness when a tentative pull 
is made, and an examination with the fingers shows that nothing 
has been included in \bs grasp but the head. 
Deecribe how the extraction ia accomplished. See fig. 67. 

The handlis should be grasped with the right hand, with the 
palm turned downward. If the handles be provided witb. trans- 
verse shoulders, the indes-finger is placed over one shoulder, l^ile 
the middle finger grasps the other. The left hand should grasp 
the handlea beyond the position of the right, with the index-finger 
oxton'ded and in contact with the child's head. >^r the left hand 
may grasp the bandies from below, with the palm turned upward. 
Traction should not be continued longer than from one to tiro 
lyiautee at a time. .There ahould, as a rule, be no haste in effect- 
ing delivery.^If uterine contractions are present, traction should 
be made during a pain. If the head be high up, traction should 
be made downward and backward until the head is below th^ 
symphysis pubis; tben the_pull be(x>mes horizontal in direcUon; 
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when the ocuiput has reached the vulvn iho forceps ia directed up 
toward the moiher'a abdomen. When the ocdput comes under 
the symphyBia pubis, traction with the forceps is no longer indi- 
cated, XOur object now ia to hold the head firmiy, and prevent its 
too rapid delivery. >(Not^otily munt the perineum be aup^iorted, 
but it must be given time to rel^, which can only be accom- 
pTIsliecl by keeping back the head.X Delivery of the head should 
be conipleled in the interval of a pain.>. The forceps ia not to be 
removed until the head is born. )tLuBk. however, with Goodell and 
others, teaches thut the forceps ia to be removed as soon ns the occi- 
put is well under the pubes, and the perineum begins to distend. 

What should be the position of the patient during the 

operation T 
Jflf the head be in the cavitj', or at the superior atrait, place the 
patient across the bed, with her buttocks over the edge, her feet 
placed upon chairs, and her kneea supported on each side by an 
assistant. If, on the other hand, the head is near the vulva, bring 
her to the foot of the bed, and flex the lower limbs. 

Should an aneesthetic be administered 7 

X Yes, as a rule._>^be iiiiieatheaia. however, should be obstetric, 
not surgical. 

What preparations should be made for using the forceps f 

/^The bladder and rectum should be emptied. The following 
articles should be at hand, viz. : hot and cold water, a fountain 
syringe, a hyporlermatic syringe, sulphuric ether, the fluid extract 
of ergot, and a solution of corrosive sublimate, 1 part to 3001). 
Is it important to make a positive diagnosis of the presen- 
tation and position of the fistUB before introducing 
the forceps ! 
Xee. It is impossible to apply the blades or to deliver unless the 
presentation and position are known. ylf the operator is uucertaiu 
in his diagnosis, he should introduce the hand into the vagina 
before iipplying the forceps. 
Describe the application of the forceps in head-first labor. 

y In delivering with the forceps it is absolutely necessary U 
ber and to assist the normal mechanism of l&boi. 
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/C 1 . Q f-iifUffp 'jh'tc_Po9jt'ion. — The blades of the forceps are applied 
U> the hid<^ of the child's head, and are parallel with the sidea of 
the m^/th'rf'H pelvis. The left-hand blade is introdaoed^fint. Trac- 
tion JH made downward until the occiput comes in front oftKe 
]m\Min, when the handles are gradually elevated toward the mothet^a 
iiSAt}iw:n, s^i as to assist extenfsion. 
^>C 2. Oficijn( //'$funral Potsifion. — The position of the blades and their 
iutrxluction ^re ttHTSame as in an occi pi to-pubic position. The 
dir'fction of the pull must be upward and forward, dntil the oocipat 
in ly>rn over the anterior edge of the perineum, when the Iiead 
\n'A<nii(tiA extended. 

f , i '^' J^f}- Of'cifjito -arderior Position. — Introduce the left blade firat. 
iif>tatK>ri Hhould not be aiCempted until the head occupies^ tne 
|x;ivic iUxfty After rotation takes place delivery follows, as in an 
if('j'A])\U }-i>uhic position. 

y 4. /tl.f/ht Ocd/jUo-fxjsterior PosUion^^^he introduction and posi- 
tion of iUa hladcH are the same as in a leffc occipito-aj iterior poaition - 
AfUjr the head reaches the floor of the pelvis, an attempt slioiild 
l>e made U> bring about anterior rotation^ If this is successful, 
remove the blades and then reapply them. If, however, posterior 
rotation occurH, deliver as in an occipito-posterior position. 

; ' 5. J^fi Occtjjitfj-ponferior Poffition.yLjntroduce the right blade first. 
After the introduction of the blades the right will be below the 
left; to lock tiiem cross the handles and bring tKe right blade 
above. 'HUAz raises the handle of the right blade and introduces 
the left beneath it, thus placing the blades in their proper posi- 
tion, 'i'he delivery is accomplished as in a right occipito-posterior 
position. 

V). R'ujht Occipito-anterhr Podtion.-rrThe introduction of the blades 
is the same as in a left occipi to-anterior position ; the delivery^itf 
accomplish Jis in a left occi pi to-anterior position. 

Describe the application of the forceps in head-last labor. 

See fig. G8. 
1. Rotation of tJie Face Posteriorly. — This is the normal rotation 
in a breech presentation. Raise the body of the child upward, i{a 
back directed toward the mother's abdomen. Apply the forceps 
to the sides of the head ; the left blade first. ^ The nucha pivots on 
the subpubic ligament and the head is born by flexion. 
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2. Rolitlion of the Occiput Potleriorly. 

Xa. Head flexed. Garry the back of the child backward toward 
the mother's lack ,- apply the blades to the sides of the 
head : the left blade first. VThn head is born by the nucha 
pivoting upon the anterior margin of the perineum. 
6. Hmd eztenifcrf. V Hold the body of tin- fhild in a^ vertical 
position, ita anlvrinr [il.int: W\\y^ Lllni-ti-il toward the 
potter's aE3omeii, . Idtnj.lii.c lIh' Itln.ii- i,. the aides of 
tSe headT'the k'ft M:i,li.' lirrit. 
Describe tlie application of the forceps with the head 
movable above the inlet. 
The head is held in position by an assiBtant making preaaure 
upon the lower part of the abdomen of thejnother. It is almo»l 
imposaible to apply the bladea to the sides of the child's bead. 
As a rule, they assume an oblique pusition with reference to the 
h_ead. Thus, the left blade is placed over the right side of the 
frontal bone, while the right blade pasaes over the occipital bone 
oil the left aide. If, iifter a fair trial, the head cannot be made to 
descend into the inlet, the forcepa must be abandoned, and some 
other method of delivery instituted. 

BeBcribe the application of the forceps when the head has 
Become separated from the body. 

Fix the head by pressure upon the mother's abdomen, and apply 
the blades to the sides of the child's head ; or fix the head by 
introducing the hand into the uterua. 

Describe the application of the forceps in face presenta- 
tions. 

If the chiu rotates pfisteriorly, the application of the fiirceps is 
unjuatifiable. yDelivery cannot be accomplished unless the chin 
rotates anteriorly, )(If the head be above the pelvic inlet, the 
application of the forceps is both dangerous and difficult : there- 
fore, the presentation should be converted into a -vertex, or podnlic 
yersion performed.y If, however, the bead be at the superior strait, 
or in the pelvic cavity, the application of the'forceps follows the 
aame rulea as in other presentations.^ The application of the bladea 
should always be upon the sides of the head. In transverse 
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poaitiona, however, thia cannot be aecompliahed ; under tlieee eir- 
cumatances, " one bltide is pUped upon the eheelt and the baae ni' 
the jaw. while Che other is upon the teinporo-occipital regiou of 
the opposite side." 
Seicribe the application of the forceps to the breach. See 

tig. 69. 
A 1. CMJ Dead. — Apply the forcepa to the sides of the pelvis. 
and make firm compreaaioa and deliver. 

2. C%iid Living. — Great care ahoold be taken to prevent injury 
to the bones of the pelviB. Tarnicr's axis-traction forceps is the 
beat instrument to use.-^Jhe breech is sei^ by the sacro-pubic 
diameter or by the bistrochanteric. The delivery must be gradual, 
and without fone. 

Embryotomy. 
What is embryotomy ? 

)/l^ The operation "employed to lessen the size of the fcetos, facili- 
tating or rendering possible ita transmission through the birdi' 
canal." (Parvin.) 

What operationa are inclnded under the term embry- 
otomy ? 

'Xl. Craniotomy; 2.^ephalotripay ; S.^.Cranioclaaty ;/4.Jfljami- 
natiou ; 5. >il)y collation ; 6^ Evisceration ; TySgiiudylotomy, 

What are the indications for the performance of embry- 
otomy 1 

The operation is indicated w^en there ezists a dis pro portion 
lietiveen tlie fiEtus and the partur ient canal . 
"irFuetus. 

y! a. E'''i'a'>''dinarily developed children. 
^ li, Premature ossifictition of the cranial bones. 
^ I-. Increased size due to patholc^cal causes, as, for example, 

hyd rocephal us. 
^d. Monstrosities. 

_>«■ Neglected shoulder presentations, 
Xf- Anouialiee in the mechanism of labor, as, for example a 

P9sterior rotationof thecbin, ina tt 
2. Mother. 

. Pelvic deformity. 
" IS and cicatticffl. 
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Narrowing of the birth-canal sls an indication for the perform- 
ance of enihryoUtmy will be considered in full in the diapter on 

In what pretentations may craniotomy be performed? 

In a presentation of the vertex or of the face, or the after-coming 
hfja'l. 

Describe the method of operating in craniotomy. See figs. 

70 and 71. 

1 . Vf.rUx IWjientations. — Place the patient in the position already 
deHcribed for the application of the forceps. The bladder smd 
re^;tum should be emptied ; anaesthesia is, as a rule, unnecessary. 
The best inHtrument for perforation is Smellie's scissors, or one of 
its modifications. If an attempt has been made to deliver with 
the forcef>s prior to perforation, it Ls well to allow it to remain 
applied to the head and perforate between the blades. If, how- 
ever, the forcejw has not been introduced, the foetal head is ren- 
dered immovable by pressure upon it through the abdominal wall. 
'J'wo fingers of the left hand are introduced into the vagina, and 
th(;ir tips brought into contact with the foetal head ; the perforatoi:, 
held in the right hand, is guided by the fingers in the vagina 
until its point comes against the cranium of the foetus. The poin^t 
of the inHtrument is now pressed against the skull and rotated 
from right to left, and from left to right, until it perforates the 
bone. Aft<!r the instrument has entered the brain cavity the 
blades are separated and the opening enlarged. The instrument 
is now thrust deep down into the brain substance and moved 
about In every direction, so as to destroy completely the structures 
at i\\v. buHC of the brain. It is better not to perforate the skull 
through a suture or fontanelle, as the opening is more liable to 
remain patulous if made directly through the bone. As a rule, it is 
unnecoHHary to evacuate completely the brain substance; if, how- 
ever, it 1)0 thought best to do so, a warm solution of corrosive sub- 
linuite, I [mrt to 4000, thrown in from the nozzle of a syringe, will 
entirely empty the cranial cavity. The delivery of the foetus may 
now bo accomplished with the crotchet, or, better still, with a 
cranioclast, or a cephalotribe. 

2. law IWsvntathnA, — Perforation is best done through the 
fVontal bone. The instrument may be made to enteF'the brain 
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either through the orbit or.the palatine arch ; the laat situation^io 
the most difficult. 

3. The Afler-coming Head.—lhe body of the child ia held out 
of the way_by an assistant, and the perforator made to eater the 
craniiiiu through one of the posterior lateral foutanelles. Perfo- 
ration maj also be accomplished either under the chin or through 
the palatine rauU. The extraction of the head 'u aucompllHhed 
with the cephalotribe. 

What is eeph alo trips Y ^ "i 

An operation by which the fratal head is crushed, in or der to 
diminish both Tla size and resistance. 

Describe the method of operating ie cephalotripsy. 

The patient should be ansesfhctized and placed in the position 
advised for the application of tlie forceps. The blades of the 
cephalotribe are introduced along the sides of the bead.VThe 
general rules for the application of the instrument are the same as 
those given for th« forceps. Purforatioo should always be performed 
before the cephalotribe ia applied, y The crushing of the fcetal 
head should beslow and intermittent. Later, however, the process 
must be more rapid, ur the instrument will slip when traction is 
made, yin making traction the instrument should be grasped in 
both hands. >J A quarter rotation of the cephalotribe is now made, 
which brings the crushed diameter of the fcetKl head into the 
antero-posterior diameter, v Traction, asiiociated with a side-to-siSe 
movement, is then made, as in extraction with the forceps.'^It ia 
of first importance to remember, in the application of the blades of 
the instrument, to introduce them well over the base of the skull. 

DeBcribe the method qf operating in cranioclasty. Fig. 72. 

The cranioclast consists of two blades, one of which is fenes- 
trated and smooth, while the ')ther ia roughened and fits into the 
first. 

Perforation of the skull should always be performed before the 
cranioclast ia applied. The solid blade is introduced within the 
cranial cavity, and the fenestrated blade is applied without. When 
locked the former blade fits into the jjoncavity of the latter. After 
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crushing the bones, the inatrument may either be withdrawn, and 
the case left to Nature, or the head may be delivered by traction. 
What is meant by lamination? 

An operation by wiiich the fcetal head h divided into aeveral 

What is meant by decollation or decapitation ? 

An operation by whi(:h the fcetal head is ueparated Irom the 
Irnnk. 

What is the indication for this operation 1 See fig. 74. 

In 11 shoulder presentation when version m impracticable, either 
on account of a threatened rupture of the uterus or of the present- 
ing part becoming impacted. 

How is the operation performed 1 8ee fig. 73. 

Prof. Parvin recommends that a piece of stout twine be intro- 
duced through the eye of a blunt hook and carried around the 
nect of the fcetus. Each end of the twine ia now tied Ui a piece 
of wood, and crossed. The neck is then divided by a saw-like 
movement given to the string. Dubois recommends making trac- 
tion on the prolapsed arm, and then carrying a blunt hook over 
the neek.y.He then with a. pair of blunt-pointed scissors separates 
the head from the trunk. Another excellent plan is cutting the 



What ii spondylotomy ? 

JTAd operation by which the spinal column is divided at any part 
except the neck. The operation may be performed with the scis- 
sors of Dubois. 
What 1b evisoeration T 

The removal of the viscera from the thoracic or abdominal 
cavity. 

When is the operation indicated T 

In a shoulder presentation where decollation is difficult or im- 
poBsible. or in certain cases of great pelvic narrowing. 
How is the operation performed ? 

With the scissors of Pubois vr an ordinary perforator:. V t..^^- 
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moving Ibe Tiacera the volaella forceps may be used to aid the 

gngera. After the contents are removed podalic version may be 

performed, or the bluut hook or the crotchet employed to elTecl 

delivery.^^Q^ an arm ia prolapsed, it may be seized and traction 

made, delivery being effected att in spontaneous evolution of the 

shoulder. 

What are the advantages of Tamier's basiotribe ? 

)(* It is a perforator and a cranioclaBt combined. It also breaka 

the base of the head by craahing, no t by penetrating it, aa aome o f 

-' -' - -■ ajnifflfim&,da. 



The Cffisarean Section. 

What is the Caesareaa section ? 

An ope rati on iiyhiei.conBiata io_making an incision int o the ab - 
domeu and the .utgrua. in_oriler thus artificially to deliver the 

iStUB. 

What term is nsed as a ajmonym for the Cesarean sectioD? 

What is meant by the " improved Cseaarean section," or 
" Sanger's operation ? " 
The operation of gastro- hysterotomy as now performed. Aa 
Sanger is entitled to much of the credit in the technique of tEe 
operation, his name has become associated with it. 

What are the indications for gastro-hysterotomy ? 

y I. Pelvic deformity; 2. Neoplasms encroaching upon the birth- 
canal; 3.J(^arcinomaof the cervix, in an advanced stage jc4. Poa- 
sibiy also, for excessive size and nial-preaentationa of the i'mtiig, in 
caaea where embryotomy would be indicated pi 5, In certain ano- 
malies of the aoft parts due either to an arrest of development 
or to acquired ma I form a lions. 

How are the indications divided ! 

^ t. Jfew/itfc— When the ftetus cannot be extracted through the 
natural passage, living or dead. 
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)t^ 2, Eeialive. — When we have to choose between embry otom y and 
gftstrohyaterotomy; — i.e., in lasea where it la posaiBTe to deliver 
by the former operation. 

When are the indications for gastro-hrsterotomy absolute ] 
Id all cases where the tiDterp fuaterlor diameter of the superior 
atruit ia below two inches; goaaibly it would be better to place the 
limit at two and a half inches^^ Carcinoma of the cervix in an 
advanced stage, and in uert^iin anomaliea of the soft parts, due to 
an arrest of development, or to aec^nired malformations . 

When are the indioatioas for the operation relative 1 

When the anlero- posterior diameter of the inlet__is between two 
and three inches.^ Also in excessive size and mal -presentations of 
^Se fcBtuH. ^I'he latter indication, however, is not accepted by all 
authorities. 

What is the best time to perform the operation "i 

XAflej the labor has been in progress for five or six hours, and 
before the membranes have ruptured.^ Under tbeae circumataneea 
the OS uteri is more or less dilated and offers better drainage J( the 
oterine contractions are stronger ;)find the liquor amnli distending 
the uterus uaeistti materially when the incision is made through 

Seaoribe the operation of gBstro-byiterotomy. 

Vl. I'reliminitry Pi-eparation* — The abdomen ahould be rendered 
aaeptic in a manner similar to that employed in all abdominal 
sectione^Tbe external organs, the vagina, and the cervix must 
be thoroughly cleansed with a solution of corrosive sublimate, 
1 to 2000. The instruments, sponges, and ligatures, and the hands 
and forearms of the operator and his assistants must tie prepared 
with the usual antiaeptic precautions. T^e rectum and bladder 
• mjist be emptied, yiiihe-patieiit aniestbetized^ 

V 2. Inmiiont through (he Abdomen. — The incision should be made 
ill Lhe median line, about 6.3 inches long, in a line corresponding 
with the middle third of the uterua. 'IjiiB incision should be 
jnade in precisely the same manner ns in ovariotomy. 
X 8- Indtion through the Vtenu. — The in dsion is made in the 
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middle third of the median line. >Jf the placenta ie in the line of 
the inciaion, cut rapidly through it, or detach one side. 

4. Delivery of Child ami Evmlralion of the Uterus. — Qraap the 
child h; the feet and withdraw it, at the Bftme time eventrat« the 
uteruB. While this is heing dune an nssUtant keeps the abdominal 
walla closely in contact 'wirh the uterua. AfUr eveDtration of the 
uterua has heen effected, a. large flat sponge, or towel, is placed 
behind it to protect the howels. 



Fkj. 




6. Hemorrhaifji. — Hemorrhages may be controlled bye 
ing the neck of the uterus with a rubber tube, or by an assistant 
making compression with his hands, or hy twisting the organ in 
ite longitudinal azia. 

6. Deliver!/ °S /Vacento,— The placenta is now detached from its 
attachraenta witli the fingers, and removed from the uterus. 
y 7. BatuTwy the Wcrrw.— Before closing the opening into the, 
uterus see that the internal os is patulous and, if necenaary, wasli 
oat the cavity with a corrosive sublimate solution, 1 to 4000, and 
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ipply iodoform. The uterine opening is closed by two Bets of 
su ture s; deep and superficial (Fig."JS), the deep sutures being 
of silver wire, and the auperficialof silk. The former, eight to ten 
in number, are introduced ahout 1 cm. from tlie edge of the inci- 
sion and penetrate through the peritoneal and muscular coat, down 
bi, but not through, the decidua; they are then brought out at the 
uainc distance on the opposite side of the wound. ~<rhese sutures 
are then secured hy twisting. The superficial sutures arc of silk; 
a. large number must be used, twenty to twenty-five. Lembert's 
method of introducing these sutures is employed (FigrJIJ)." 

^8. Bemoviil oflhe Rubber Tube.— 'The rubber tube is now removed 
from Eiround the neck of the uterus ; if bleeding occurs, additional 
sutures should be introduced alotig the liue of iucitiion. 

■^ 9. Reliirn of the Uferm into the Abito/ninal (hi'(^^,)t^The uterus 
should now be cleansed with An antiseptic solution, iodoform 
applied along the line of incision, and returned to the ubdominai 
cavi^. 

^0. ToilstU <(f the Abdominal Cbui*^.— If fluids have gained access 
to the cavity of the abdomen, it should be thoroughly irrigated 
with hot diBtilied waiter, which hiu been previously boiled. 

^ 11. Suturing the Abdominal Inrition. — The abdominal wound is 
closed and the dressings applied, in a manner similar to that em- 
ployed in all abdominal sections. 

J^2. A/ter-treatmeid. — Several hypo dermatic in j ection s of ergot 
^ould be givcDT jfyaginal injectiona are not indicated unless the 
palae and temperature becom e a bnormal . The general treatment 
fs the same as in ovariot^imy. 

The Post-mortem OEesarean Section. 

What conclniioni have been drawn on this siibject? 

The following are the conclusions of Brealau, quoted by Cliar- 

1. "There can be no doubt that the fcotus, human as well as 
animal, survives the mother wheu death has been sudden, as in 
hemorrhage, aspliyaiu. apoplexy, etc.'' 

X ^' " 1'be human fietus survives the sudden maternal death longer 
than the animal fostua." 
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y 8. " The aection ia not litely to save the child if porlbrmcd 
beyond filieen or twenty miautes after the maternal death." 

y( 4r "Tf the mother diea of an essential fever, we cannot hope to 
save the infant, because its life-supplies have not been cut otf sud- 
denly, but little by iiitle." 

Under what circnmBtances should the post-mortem Cffisa- 
rean Bection be performed? 

/ Ab Boon as the death of the mothur ia established, unless it can 
be extracted more readily through the birth-canal. 

Post-tnortem Extraction tlirough the Natural PaasageB, 
What rnleB Bhonld guide ns in performing this operation ? 

1. ''Labor haa couunenued, cervix ia dilated, or dilatable; rapid 
extraction by forceps, or by version." 

2. " Labor haa not begun. 

a. "The woman ia dead, or in a Bta.t« of apparent death ; de- 

livery jwr vita nahtraks, by incision of cervix, if neces- 
sary, and forceps or version. 

b. "The woman is !" eifrpmw/.Respect her condition and do 

not hasten her end by manceuvres which may possibly 
not aave ibe child, ^tfOoce the mother is dead, however, 
act quickly in the interests of the child." (Charpentier.) 
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Cloaca, 40 
Conception, 63 
Confinement, date of, 79 
Contractility of uterus, 67 
Cord, coils of, 160 
ligation of, 161 
prolapse of, causes of, 190 

diagnosis of, 192 

prognosis of, 192 

reposition of, 193 

treatment of, 192 
Corpus luteum, 57 
Cranioclasty, 238 
Craniotomy, 236 
Cranium, 51 

Cyclocephalic monsters, 183 
Cyst, sypiptoms of rupture of, 110 



DECAPITATION, 239 
Deciduous membranes, 37 
Decollation, 239 
Delivery, preparation for, 159 
Diagnosis of pregnancy, 69 
Discus proligerous, 58 
Diseases of ovum, 93 
Dorsal plates, 34 
Double fcetus, management of labor 

in, 170 
Dystocia in plural deliveries, 187 



ECLAMPSIA, 117 
etiology of, 118 
prognosis of, 119 
treatment of, curative, 121 
obstetric, 121 
prophylactic, 120 
Ectopic development of ovum, 104 
Ectromelic monsters, 181 
Elbow, diagnosis of, 143 " 
Embryo, development of, 44 
Embryology, 34 
Embryotomy, 235 
Ensomphalic monsters, 184 
Epiblast, 34 
Episiotomy, 160 , 
Eventration of uterus, 244 
Evisceration, 239 
Exencephalic monsters, 182 



External genitalia, changes of, in 

pregnancy, 65 
Extra-uterine gestation, 109 
Extra-uterine pregnancy, 104 



FACE, positions of, 142 
Fecundation, 64 
Fcetal appendages, 38 

in twin pregnancies, 80 
head, circumference of, 52 
diameters of, 52 
motions of, 53 
palpation of, 135 
heart sounds, 74 

frequency of, 75 
relation to sex of, 75 
trunk, diameters of, 53 
Fcetus, attitude of, 54 

causes of presentation of, 54 
development of, 44 
diagnosis of death of, 79 
excessive development of, 177 
functions of, 46 
lie of, 135 
movements of, 42 
nourishment of, 46 
physiology of, 46 
respiratory organs of, 48 
secretory organs of, 49 
viability of, 46 
B'oot, diagnosis of, 140 
Forceps — 

anaesthesia in application of, 231 
application of, 228 

in breech presentations, 235 
in face presentations, 233 
in head-first labors, 231 
in head-last labors, 232 
in head separated from 
body, 233 
conditions necessary in use of, 
• 228 

direction of force in use of, 227 
extraction with, 230 
high application of, 233 
indications for use of, 228 
position of patient in use of, 231 
powers of, 225 
precautions in locking blades 

of, 230 
preparation of, for use, 231 
rules governing introduction of, 
228 



^^^^^^^ 




^^^^^^ 249 


Forcaps- 


HyptrfHiL-BiB- 


rulee eovemlng locking cif, SJO 




Tanner's axis-lracciun, 327 


period'of occurrence of. 83 J 




progiKwis of, 84 1 


p ASTRO-HYSTERECTOMY, 
U after-treatmeutlu,34.^ 
bemorrba^a [□, 244 


symptoms of, 84 ,1 

treatmetit of, 85 i 

Hypoblast, 34 4 


Indlcatloufl for, 348 


} 




TNCARCERATION of uterw, re- , 
1 suits of, 01 1 


preliminary prcpftrationa 


for, 343 


symptoms of, 91 i 


time for, 243 




Gayage, 166 


Incomplete abortion, '9T 




Itidlgatloii, diagnosis of (loflitiou by. 


lateruBl,42 


diaenoBl8ofprBsento,tionby,139 i 


Qanital flflBure. 40 


Inlet, ails of, 27 


folds, 40 




tuberele, 40 


Irritability of uterus, 6T 




17IDNEY, secretion of, in fU)tU8,49 
a. Knee, diagnosis of; 141 


Ilande, praparaUoa of, before labor. 




1 "''^ 


T ABIAraajora, 40 
L minora, 40 


negar-s sign of pregnaocj, 73 




Labor- 


1 gyniptoma of, 117 


arrangement of patient in, 156 


treatment of, UT 


articles neceBsary 10, 156 


after expulsion of placenta, 128 


bladder and rectum iu.lST 


1 post-purtum, 307 


clasKlfl cation of, 122 ' 




delayed treatment of, 174 


L dlviaiona of, 207 


determining causes of, 133 


1 indications for treatment 




I Id, 308 


division of pheuomena of, 194 


r primary, tauses of, 20T 


duration of, 129 


r secoudary, eauses Of, 309 


effects of, upon motber, 130 


} treatment of, 20B 


upon f<etu», 120 




eSclent causes of, 133 


source of. 114- 


false palus of, 139 


Ilydatidllbrm Qioia, U:i 




progaoiis of, M 


of, 133 


syuptoiiiB uf, 04 




treatment ol*, IB 


levelllnB lu, I4fi 


HjUrocephaluB- 


management of, 153 


1 liEtulmorlHlIty In, 178 


first stage, iUti 

bladderandrectum.lST 


indleaUona in troatment of, 1TB 




dilatation of cervix, 157 


datloii, 179 


food and drink, 157 


manaitemaiitof. In labor, 1TB 




maternal mortality in, ITB 


tion, am 




preparation of iM-d.lM 


dlrisiou or symptoms of, 83 


second stage, 157 



care of mother Id, IBl 
cerciif uhddin, IKl 
cord, treatment or, IK 
placental delivery, Ifil 
□seof ereotlD, 16:2 
mechanlBm of, 131 

face presentation, H9 
in juBto-minor pulvte, 1% 
pelvit presentation, 15U 

□aCurul conditiona necetsury 
for, 1 23 

pains of tirst stage, ISl 
second stage, 124 

plaBtic phenomena or, 130 

precursory syniploms of, 133 

prolonged, 173 

temporary exhaustion In, 175 
Lamloatlou, 23B 
Leucorrhoea, treatment of, 8H 
Lymphaogltis, sepck', Sl'2 



pregnancy, Hfl 
Mechauleal phenomena of labor, 131 
Mechanism of labor, ISl 
divisions or, 144 



aero Una, 37 

v«ra,37 
Menopause, 61 
MetutruaUou, 6S 

duration of, 60 

tauses of, 60 

occurrence or, in lactation, HI 
1u pregnancy, 61 



Monocephalic monsters, 18B 
Honomplialic roonsterii, \si 
MonoBomIc iDDUsterG, ISli 
Monsters, double, 1S4 
psrusltii.', 187 



Monstrosities, clHssifi cation of, 181 
Mailer's ducts, 4a 
Multiple pregnuncy, SO 

.'essary for, 8i) 



Mnriform body, 34 



OBJECTIVE Blens of pregnancy, 
70 
Obstetric operations, 315 
Obstetrician, articles ueceaeary for, 
ISB 
attendance of, 1S7 
Obstetrics, deflnltion of, IT 
(Edema of vulva, synonyms for, 86 

Oslander's signs of pregnancy, S8 

Outlet, axis of, 27 

Ovary, changes in, at puberty, 56 

development of, 43 

functions of, 33 
Ovarlau pregnancy, 107 
Ovaries, changes of, In pre^ancy,68 
Oviducts, changes in, in preguaney, 

Ovisac, causes of rupture of, M 
Ovulation, M 

Ovule, changes In, In oon-lmpr^- 
naled, 57 

passage of, through oviduct, 67 

transfer of, to oviduct, 5S 
Ovum, diseases of, 113 

ectopic development of, 104 

morbid anatomy of, 93 



PALPATION of fretuE, 135 
Parasitic monsters, 187 
Pelvic articulation B, I'eUxaUon oL 
ST 
cavity, diameters of, W 
deformities, diagnosis of, lUT 
floor, 2B 
Inlet, -2(1 

diameters of, 'il 
joints, in 
outlet, 32 

diameU'rsof, £1 



^^^^^^^ 




^^^^^^^r 


PelTfmetTj, eitenial, 1H8 


Pregnancy- 






Pelvis, anaUimy of, 17 


Premature labor, induction of, 315 , 


axes of, SB . 


conditions requiring, 1 


chaugee in direction of, 39 


215 


cODtraeWai, 19fi 


indications for, 215 


deformitlEB ol, IW 


method find uci ug, 31 ti 


form, 195 


time for inducing, 215 


position, IW 




ate, IIU 


diagnosis of, bj auscultation. 


dlviflons of, IS 




geoerally coutrafted, ijiagnoeis 




of, 300 


number of, 131 


obliquity of, 36 


Primitive groove, 34 


planes of, 27 


Prolapse of cord, 190 


si ID pie flat, dlagnUElB uf , 200 


of uterus, indications In trvat- ' 


rachitic, aa 


meotof, 89 


soft parts of, 28 


Pniritus volve, 88 


Perineal bodj, 30 


Puberty, definition of, 54 




changes occurring at, 56 


development of, 43 




dilaUtion of, in labor, 1S8 


benign form of, 310 


support or, IBB 


coarse of, 310 


Phlebllifl, Beptie, diagnosis of, 313 


grave form of, 211 


PlatealB, deUclimeut of, 13N 


late forms of, 311 ! 


expulsion of, 128 




functions of, 3fl 






DECTUM In labor, attention to. 


PlauentaprEevia, 113 


CaUBEB of, 114 


Rtstltutlon, 147 


diaEnosia of, IH 


ReWntlon of urine, 93 


hemorrhage In, 113 


Retractility of uterus, 67 


treatment of, 115 


RetroBeiioii In pregnancy, rcsulla 


Placental circulation, 4T 


of.Wi 


aecidua, 87 




Polyhydramnios, 05 




diagnosis of, 96 


90 




Round ligaments, 68 


trcatiHEnt of, M 




Position, dlaenoslB of, by ausculla- 
tlon, 134 




Q ALIVATTON, treatment of, 87 


, deflQltlno of, 133 


number of, 131 


Semen, fecundating eltmenU of, «3 




Septic lyinpbangitlB, 313 


1 Postpartum' hemorrhage, 307 


phlebillB, 212 


\ Precocloua birth. 78 


constitutional, 213 




certain signs of, 75 


curative „3ia 


di^oais of, by inspection, 73 


local, 21^ 


prophylactic, 818 : 


dlvlBlDDB of, 63 




duration of, 79 


Shouldem, delivery of. lu head-flrst 


extra- uterine, treatment of, 1 10 


labors, 170 , 


lu one-horned uterus, lOT 


diagnosis of, 141 


primitive cervical, 10* 


poBltlons of, 148 







StgTiB of pregiianuy, u«rt 
objective, 70 
Bubjectlve, 89 

Souftle, cardiac, 75 



number of, entering ovule, IH 
Spondjlotamj, 339 
SponUneouB evolution, Btagea or, 



Syinellc monsters, ISl 
Bysomic r " '"" 



TAMPON In abortion, 103 
Thrombaa, treatment of, S 
Toucii, signs determined by, T!: 
Traction in labor, Itk) 
Tubal pregnancy, 104 
Tubo-abdumlnul pregnancy, 10 

-ovarian pregnancy, lOT 
Twin birth, arrest of deliver; 



UMBILICAL cord, 39 
vcBlcla, 37 
UmbilieuB, changes of, in pi 

uancy, 65 
Uterine appendages, changes of 
pregnancy, 08 
coutracliuns, power of, 134 
decidua, 37 

force, deflcienc; of, 17n 
- characteristics of, I'H 
BODflle, TS 
Uterus, Huomalles of, 43 

clianges of, In prugnuncy, IV 
contraelility of, (17 
form, chanffes of, lu lalior, : 
funcUons of, 33 
liTitiblllty or,H7 
Infersioii of, 204 
cauBVB of, 300 
symptomB oi;, SOn 



nancy, 37 
over-diftenllon of, 17S 
properties of, in pregnuney, fi7 ' 
retraclllity of, Ii7 
rupture of, 201 

causes of death in, 2tti 

diagniialBor.tMIl 

duo to thinning, mechanisni 

of, aoi 

Indications In 



TAGINA, changes of, ! 
t nancy, 66 

dilatation of, in labin-, 
. functions of, 31 

secretion of, 31 
s of vulva, trei' 
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Vein, rupture of, treatment of, Wi 
Vernlx easeoaa, 49 
VereiOQ, 819 

cepballc, S19 

condition B necessary for,S 



indicfl 



IB for. 



nethods of perraraiin^,2I0 
esternal method of, 391 
Internal method of, 333 
pelvic, 221 

indieatlons for, 223 
method of performing, 2^ 
podalie.aaa 

indicatiDDB for, 33S 
methods of performing, 223 
Vertex, poaltions of, 141 
Vestibule, 33 
Vitelline duct, 37 
Villi, chorlal, 37 
VltctlUB,34 
Vulva, 31 
Vulvu-vaglnal gland, 33 
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■01.FFIAN bodies. 
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Notes on the Newer Remedies 

THEEiPEOTlC ArmOATIONB 
AND MODES OF ADMINISTRATIOS. 

DAVID OEBNA, «.»., I'B.tl., 

Vainiaitj ot Pirnnsflv^nU, 

lltMING A SMALL OCTAVO VOLUME OF ABOUT I7S 
MQES (7xS> INCHES. 

pxucEi, . «i.«a. 

lewuitc (Ktl tuko tiji itt aliihnlHitintl [ir<Wnlli)i« Nimi>r Hmm- 
jot Ci^'^us iLiuIt |ib/«icit )irn|Mrltni, nolululilj:, tliiir«t»niUD ap- 
fc lJ()D», ailiiJnl*>3iatl<iii, anil r.linialetn) tiinuxtft. 
^1 lilll.H. (h-- "'.•3'. torui HVury raluidilriuliill^Qtitu Mit> mmiu 

. Jiinn in KSUtviiuir. 
ipl.yinjc .uiiui^iriLiiidii (Jut ir w»ek xmniwitad 

ill". ;iEuiUtKil inipurluuw ofltwiujv ICOlUa 

IhvvliT *■*'' •DiiuitKiq* onnpd iku niuMlMi iir*l1 liltvi'«|ibti«l 




idii^oiifi ellmiQation of tlwtoTics and rednndftiit eKpIsni 
t hrlnj; within a oomporatiivcly nmnlt oumpKoi^ " 
wtJJne vt tUc Practice of Medicine. 
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